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TRANSACTIONS 



OF THE 



Philadelphia Obstetrical Society. 



A CLINICAL REPORT ON THE COURSE OF 

PREGNANCY AND LABOR AS INFLUENCED BY 

SUSPENSIO UTERI.* 

By Charles P. Noble, M. D., 

Surgeon-in-Chief, Kensington Hospital for Women, Philadelphia. 

The study of the influence upon pregnancy and labor of sus- 
pensio uteri or ventrofixation of the uterus has recently engaged 
the attention of practitioners both in this country and in Europe. 
Prominent among papers calling attention to this subject may be 
mentioned Milander's (Zeitschrift f. Gcb. u. Gyn., vol. xxxiii, No. 3) 
and Edebohls* (Medical News, March 14, 1896). I read a paper 
upon this subject before the American Gynaecological Society, May 
27, 1896 (Amer. Jour. Obst., vol. xxxiv, No. 2, 1896), in which eight 
hundred and eight cases of suspensio uteri were reported, with fifty- 
six pregnancies. These cases were collected by private corre- 
spondence from prominent American operators. From the mate- 
rial thus gathered, and from my own personal experience with preg- 
nancy following this operation, I submit the following facts and con- 
clusions for your consideration: 

Dr. J. Chalmers Cameron furnished me the following interesting 
report of a case of vomiting of pregnancy apparently due to ventro- 
fixation of the uterus: 

* Read. For Discussion, see page 18. 
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" Montreal, March 2j y i8g6. 

". . . Last summer I had a peculiar case in the Montreal Ma- 
ternity, in which I had to induce labor for the relief of uncon- 
trollable vomiting, with progressive emaciation and threatening 
fatal exhaustion, in a woman who had ventrofixation performed 
two years previously. In four previous pregnancies she had not 
suffered from any special difficulty, and had gone to full term. Of 
course, I can not say positively that the symptoms were wholly 
referable to the operation, but I am inclined to attribute them in 
great measure to that cause. I give you a short synopsis of the 
case: 

" Mrs. W., aged thirty-four years, V-para (four previous labors at 
full term); last menstruated from November 25th to December 2, 
1894. She is a thin, spare woman, of nervous temperament. Men- 
struation began at fifteen years; was always moderate in amount 
and painless till after ventrofixation, when it became painful. The 
pain was felt all over the abdomen, and especially severe in the epi- 
gastrium; latterly, it never wholly subsided, but was much aggra- 
vated during the menstrual periods. Early in December, 1894, she 
lost her appetite and began to vomit, and at last was unable to take 
food of any kind without provoking a severe attack of vomiting, 
which caused much suffering. She became so weak and emaciated 
that she entered the R. V. Hospital for treatment on May 26, 1895. 
Very small quantities of malted milk were administered, and rectal 
nutrient enemata of peptonized milk and brandy every four hours. 
The vomiting was relieved, but the epigastric and abdominal pain 
continued and emaciation progressed. She was finally transferred 
to the Montreal Maternity, on June 12, 1895, for the induction of 
labor, her life being considered to be in danger. On June 13th a 
bougie was passed well up into the uterus on the right side without 
effect. On the 14th another was passed on the left side without 
effect. On the 15th another was passed posteriorly, each bougie 
being left in situ for twenty-four hours. Some hours after the third 
bougie had been passed slight pains set in, but ceased in a short 
time, there being no expulsive effort on the part of the uterus. 
When the third bougie was removed the os was found to be dilated 
sufficiently to admit the tips of three fingers. There was no uterine 
contraction going on, and pressure upon the fundus provoked nau- 
sea and faintness, and was accompanied by considerable pain. The 
membranes were ruptured, and the patient was much relieved. 
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Podalic version was performed, and the child (living) delivered 
without much difficulty. When the leg was brought down through 
the os and traction made upon it, nausea, faintness, and pain re- 
turned; when traction was stopped, these symptoms disappeared. 
Each traction brought on these symptoms. After the uterus was 
emptied there was no further vomiting or nausea. Her condition 
for a time was critical from her great prostration, but she eventually 
made a good recovery, and left the Maternity freer from abdominal 
pain than she had been for many months. She remained under 
observation till July 31st. Menstruation returned, but was painful, 
and accompanied by nausea and faintness and abdominal pain as 
before. I am inclined to attribute these symptoms to reflex irrita- 
tion, from stretching of the artificial ligament made by ventro- 
fixation. The phenomena of labor are interesting — dilatation of 
the os, with regularly recurring labor pains ceasing after a time, 
and failing to develop any expulsive character; nausea, faintness, 
and pain when the fundus was depressed by the hand (probably 
from stretching or pulling upon the ligament); also a recurrence 
of similar symptoms whenever the leg was drawn down; after the 
uterus had been emptied, pressure upon the fundus did not cause 
pain or bring on unpleasant symptoms; then rapid convalescence 
and a recurrence of the old pain and tenderness when menstruation 
returned seem to point to some reflex irritation which did not 
exist before ventrofixation, as menstruation previously had always 
been painless and without discomfort." 

So far as I know, this is the only case on record in which severe 
vomiting of pregnancy has been attributed to ventrofixation. The 
evidence in this case is satisfactory that such a resut is a possible 
outcome of the operation. The well-known obscurity of the pathol- 
ogy of this disorder, and the fact that this is the only case on record, 
would indicate that this complication will be met with very infre- 
quently. 

The reports of foreign authors and the cases which I have col- 
lected indicate that suspensio uteri has little or no influence upon 
the production of abortion. There have been about ten per cent, of 
abortions among the cases of pregnancy reported, which does not 
vary greatly from the usual proportion. 

The following reports of my own cases illustrate the various 
phases of the course of labor in pregnancy following suspensio uteri: 
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Case I. Normal Labor. — Mrs. P., aged thirty-five years, had the 
left uterine appendage removed and suspensio uteri performed July 
4, 1892. Her health continued good until 1895, when she married. 
On October 4, 1895, she menstruated for the last time. The course 
of her pregnancy was normal. She consulted me when seven 
months pregnant. A careful examination failed to show that the 
operation had any influence whatever upon the development of the 
pregnant uterus. The fundus occupied its normal position, and no 
band could be felt running toward the abdominal cicatrix. The cervix 
occupied its normal position in the pelvis, and the head of the foetus 
was already well engaged. The patient was given a prognosis that 
her labor would not be influenced by the operation. She entered 
the University Hospital for delivery. Dr. Goodrich, resident physi- 
cian, has kindly furnished me the following notes of her lying-in: 

" Primipara; weight on admission one hundred and forty 
pounds; height, five feet five inches and a half; date of last men- 
struation, October 4, 1895. Family and personal history and gen- 
eral condition during pregnancy are good. The urine is normal. 
Physical examination of patient, including pelvic measurements, 
shows her to be a normal woman." 

The following is copied from the hospital notes on progress of 
labor: " Patient says that she fell in labor at 2 a. m., July 20, 1896; 
but she did not report it to the nurses until about 10 a. m., when the 
pains became frequent and severe. The membranes must have rup- 
tured before she was given her bath. Labor was normal in every 
respect as regards its progress. The head engaged in right-occipito- 
posterior position, then, upon reaching the pelvic floor, the occiput, 
which was directed to the right and posteriorly, swung forward 
through an arc of 135 under the pubic arch. The perinaeum being 
quite rigid, it required some little time for the expulsion of the head, 
which, however, was accomplished without laceration of the perineal 
body. The placenta was expelled twenty minutes later, gentle ex- 
pression being required. 

"August 4> 1896. — Discharged to-day, after examination per 
vaginam. Urogenital tract normal. This patient had ventrofixation 
done by Dr. Charles P. Noble four years ago. The uterus is now 
slightly anteflexed, and can plainly be felt in good position through 
the abdominal wall." 

Dr. Goodrich adds: " Though nothing has been said of it in the 
notes, during her labor, and especially at the height of a pain, she 
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complained of a great tenderness and tugging in the abdomen at 
the upper part of the scar of incision; and at the latter part of her 
puerperium, while at the hospital, she felt something slip, and was 
sure her uterus must have gone back into its old position. 

" Her baby was a female child of eight pounds at birth, with an 
F. O. circumference of fourteen inches and a half. There were no 
malformations, and her condition was good. The puerperium of 
fourteen days was normal." 

Mrs. P. consulted me September 15, 1896, when, on examina- 
tion, her pelvic organs were found- in good condition, the uterus 
being forward and lightly attached to the abdominal wall. Upon 
inquiry, the patient stated that she felt no adhesion between the 
uterus and the anterior abdominal wall during labor, but that she 
did during the manipulations of the uterus after labor. This is a 
slight discrepancy between her report and that noted by Dr. Good- 
rich. She stated that it felt as though the uterus was being torn 
away from the abdominal wall, when it was kneaded after the de- 
livery of the placenta to insure contractions. 

Case II. Powerless Labor. — Mrs. E., aged twenty-seven years, 
primipara, consulted me, October 22, 1894, for the relief of symp- 
toms due to laceration of the cervix and perinaeum, and to a dis- 
eased and adherent right ovary and tube. On December 31, 1894, 
I repaired the lacerations, opened the abdomen, separated adhe- 
sions, and removed the right ovary and tube. To prevent adhesion 
-of the uterus to the raw surfaces which were left in the pelvis, it was 
lightly attached to the abdominal wall in closing the abdominal 
incision. Mrs. E. made a good recovery, and after a few months 
became pregnant. She was delivered of twins on December 29, 
1895, by Dr. Mary H. McLane, of St. Louis, who furnished me with 
the following report of her labor: 

" Labor began at 1 a. m., December 28th, with rupture of the 
membranes. Some dilatation took place, and liquor amnii was dis- 
charged at intervals during the 28th. The pains were infrequent 
and feeble. There was very little change until the morning of the 
29th, when it was considered best to dilate the cervix manually and 
to deliver with forceps, because of the weakness of the foetal heart 
beats. (A diagnosis of twins was made before labor.) A cyanosed 
baby was delivered with forceps, and later the twin was delivered 
with forceps. After the delivery of the placenta the contractions 
were very feeble, and haemorrhage was considerable. Hypodermics 



Digitized by 



Google 



Charles P. Noble, Af. D. 



of strychnine and ergotine and kneading of the uterus failing to 
control the bleeding, the cavity of the uterus was packed with steril- 
ized five-per-cent. iodoform gauze. Slight lacerations in the cervix 
and perinaeum were then repaired. The mother and children made 
good recoveries." 

On inquiry from me, Dr. McLane reports that during labor the 
cervix was high in the pelvis, and that the os pointed directly 
toward the sacrum. No tumor, however, could be felt at the brim 
of the pelvis. Aside from the position of the cervix, the only thing 
abnormal in the labor was the inefficiency of the pains. 

This case of powerless labor may be attributed either to the 
hysterorrhaphy or to the presence of twins. Powerless labor is not 
infrequently a result of overdistention of the uterus, so that the real 
cause of the condition in this case is uncertain. 

Case III. Labor obstructed by a Tumor at the Superior Strait, con- 
sisting of the Imprisoned and Hypertrophied Fundus and Anterior 
Wall of the Uterus; High Forceps Delivery. — Mrs. A., aged twenty- 
three, multipara, was operated upon by the writer May 22, 1893. 
Her uterus was curetted, lacerations of the cervix and perinaeum 
were sewed up, a painful and prolapsed right ovary was removed, 
and the retroverted uterus was attached to the abdominal wall by 
buried silkworm-gut sutures. She became pregnant, and was ad- 
mitted to the Preston Retreat for her confinement, under the charge 
of Dr. Richard C. Norris. This case was reported by Dr. Norris 
in The American Journal of Obstetrics, vol. xxxii, page 938. Dr. 
Norris says : " After several hours of ineffectual labor pains, I ex- 
amined the patient, and was surprised to find what at first appeared 
to be a uterine fibroid resting above the symphysis pubis, and seri- 
ously obstructing the pelvic inlet. The true character of the tumor 
was made apparent when I recognized that it alternately hardened 
and relaxed with each recurring uterine contraction. The buried 
silkworm-gut stitches of the ventrofixation were plainly felt through 
the abdominal wall at the upper margin of the mass of hypertro- 
phied muscle. It was apparent that the anterior uterine wall, fixed 
with the fundus by the sutures, had practically been folded on itself 
during its physiological hypertrophy throughout pregnancy, and 
now formed a tumor obstructing delivery. No presenting part was 
felt through the cervix. The patient was etherized, and a careful 
examination was then made. The posterior uterine wall, which 
formed almost the entire uterine sac, was so thinned that the intes- 
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tines, containing faecal masses, could readily be felt by the hand in 
the uterus. Realizing the imminent danger of rupturing the uterus, 
the position of the child was carefully determined. Its head was 
high on the left, occupying the position of the mother's spleen. 
The child's breech lay in a depression between the upper margin 
of the mass of muscle and the upper anterior uterine wall. The 
feet and legs were in contact with the anterior uterine wall. 

" It was absolutely impossible, without violence, to carry my 
hand around the obstruction and grasp a foot, or to dislodge the 
breech from the depression in which it was resting. Realizing the 
danger of rupturing the uterus, cephalic version was cautiously 
performed, and the head crowded between the sacral promontory 
and the obstructing mass of muscle. A very high application of 
Tarnier's forceps enabled me to deliver the child, when I discovered 
that the umbilical cord had been compressed between the child's 
head and the mass of muscle above the symphysis. The infant, in 
consequence of this accident, perished. The patient's puerperium 
was normal. The uterus involuted properly, and remained fixed to 
the anterior abdominal wall by the silkworm-gut sutures." 

Case IV. Labor obstructed by a Tumor at the Superior Strait, con- 
sisting of the Imprisoned and Hypertrophied Fundus and Anterior 
Wall of the Uterus; Delivery per Vias Naturales Impossible; Porro^ 
Cesarean Operation. — Mrs. L., aged thirty-seven years, V-para, was 
operated upon by the writer September 13, 1894. A placental polyp 
was removed and the uterus curetted. The abdomen was then 
opened, adhesions broken up, a diseased ovary and tube removed, 
and the uterus attached to the abdominal wall by buried silkworm- 
gut sutures. Mrs. L. became pregnant in February or March, 1895. 
On December 1, 1895, she consulted me, when the following condi- 
tions were present: Her general appearance was healthy, and she 
was evidently at full term of pregnancy. The abdomen was unduly 
prominent, the fundus evidently being held down by the abdominal 
sutures, which caused an undue projection in the lower part of the 
abdomen. The cervix was found to be high up in the hollow of the 
sacrum. On inquiry, the patient stated that she had had some 
pelvic distress early in the pregnancy, and that recently she felt 
as though the womb was being drawn downward and forward. 

Mrs. L. fell in labor January 2, 1896. She was attended by Dr. 
William E. Parke. Labor began by rupture of the membranes and 
discharge of the liquor amnii. The pains were trifling in character 
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for about twenty-four hours, when I saw her in consultation with 
Dr. Parke. The ordinary vaginal examination failed to discover 
the cervix uteri, and it was only when the half hand was introduced 
into the vagina that the anterior lip of the cervix could be felt. 
Under anaesthesia the os was found undilated but dilatable, and 
opposite the sacral promontory. It was also found that a large 
tumor blocked up the inlet of the pelvis. This evidently was con- 
stituted by the hypertrophied fundus and anterior wall of the 
uterus held down by the abdominal sutures. The tumor made a 
shelflike projection on which the buttocks of the foetus rested. It 
was quite easy to reach around the mass and to feel with the finger 
tips the feet and parts of the legs, but it was impossible to grasp a 
leg to bring it down. Further attempts to deliver were discontinued 
for ten hours, in the hope that the obstruction would soften down. 
Dr. Parish then saw the patient, and also failed to bring down the 
feet. No alternative existing, the Porro operation was performed. 
Unfortunately the patient became infected during the attempts to 
perform extraction, and at the time the Porro operation was done 
her temperature was 103 and her pulse about 130. She died on the 
seventh day of general septicaemia. 

The foregoing reports illustrate the various complications which 
have been met with in pregnancy and labor following suspensio 
uteri, and also a normal labor after the same operation. In my 
previous paper (already referred to) forty-three American cases of 
delivery were reported at full time. Of these cases, three were de- 
livered by forceps and one by the Porro operation, two had reten- 
tion of the placenta, and one labor was induced on account of un- 
controllable vomiting. In other words, in seven cases complica- 
tions were met with, and in thirty-six the labors were entirely 
normal. In the one hundred and thirty-three full-term labors re- 
ported by foreign writers, in eighteen cases labor was complicated 
as follows: Artificial extractions, two; forceps delivery, eight; ver- 
sions, five; and Caesarean sections, three. In more than eighty- 
five per cent, of the cases labor has been absolutely normal. In 
about two per cent, delivery has been impossible by the natural 
passages, and in the remaining cases difficulties have been met with 
which were overcome by the ordinary resources of obstetrics. 

The foregoing cases constitute my entire experience with preg- 
nancy following suspensio uteri, and they, together with the case 
kindly furnished me by Dr. Cameron, illustrate every phase of the 
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question. They have been grouped together in this clinical report 
to serve as a basis for the remarks which follow. 

The difficulties during pregnancy and labor bear a direct relation 
to the extent of the attachments between the uterus and abdominal 
wall, and also to the location of these attachments upon the uterus. 
The higher grades of dystocia have been due to the formation of 
a tumor which blocked up the inlet of the pelvis, and which itself 
was formed by the hypertrophied fundus and anterior wall of the 
uterus held down by the sutures attaching the uterus to the anterior 
abdominal wall. When this attachment is firm and extensive, and 
is between the posterior portion of the fundus uteri and abdominal 
wall, the entire fundus and anterior uterine wall are imprisoned 
below tjae point of suture, and therefore can not take part in the 
development of the pregnant uterus, which must expand through 
the development and overstretching of its posterior and lateral walls. 
In the most extreme cases the bulk of the mass of hypertrophied 
tissue has been sufficient to make an absolute obstruction to labor. 
In the less marked cases this obstruction has been more or less great. 
In all of these cases the cervix is pulled up out of the pelvis, either 
relatively or absolutely. The practical deduction to be drawn from 
these facts is, that women having been subjected to the operation 
of suspensio uteri, and who have become pregnant thereafter, should 
be examined from time to time during the course of pregnancy, 
more especially about the seventh and eighth months; and if the 
cervix be found to be drawn up out of the pelvis, and especially if 
a mass of muscle constituting an obstruction to the inlet of the 
pelvis can be made out, labor should be induced from four to six 
weeks before full time. 

It is not my purpose at this time to discuss the relation between 
technique and difficulties in labor. Further experience must deter- 
mine whether or not it is true, as I believe, that these difficulties 
can be reduced to a minimum by the technique employed. While 
this problem is being solved I shall myself shorten the round liga- 
ments, in preference to doing suspensio uteri, in all cases in which 
it is unnecessary to open the abdomen for some condition other 
than the retrodisplacement of the uterus, when operating upon 
women of childbearing age. 
1637 North Broad Street. 
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TWO CASES OF PAROTIDITIS FOLLOWING 
CCELIOTOMY.* 

By Wilmer Krusen, M. D. 

First Case: Nonsuppurative Parotiditis. 

L. O., aged seventeen years, an Italian, admitted to the Jeffer- 
son College Hospital, October n, 1893. 

Diagnosis. — Retroversion of uterus with inflammatory adhesions 
and hypertrophied cervix. The patient was operated on October 
1 6th by Dr. Montgomery, the cervix amputated by Schroder's 
method, the abdomen opened and both appendages removed, and 
the uterus sutured to the anterior abdominal wall. 

On the second day after the operation a marked swelling of the 
right parotid gland was noticed, with localized heat and marked 
tenderness. At first cold lead water and laudanum was applied; 
later, simply the ice-bag, and the symptoms and signs gradually 
disappeared. No evidence of suppuration, either locally or constitu- 
tionally, was present, and her subsequent recovery was uneventful. 

Second Case: Suppurative Parotiditis. 

A. S., aged thirty-two years, was admitted to Jefferson Hospital 
on January 3, 1896. 

Diagnosis. — LTterine fibroid and ovarian cyst. Operation on 
January 7th by Dr. Montgomery performing supravaginal hyster- 
ectomy and removing the cyst. On January nth, the fourth day 
after the operation, the patient developed a parotiditis, the gland 
being markedly swollen, swelling extending forward to the cheek, 
upward beyond the zygoma, downward and backward to the neck; 

* Read. For Discussion, see page 21. 
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it was tense, hot, and very painful. After about four days the swell- 
ing subsided, only to reappear on the 24th inst, seventeen days 
after the operation. Four days later the most prominent portion of 
the gland Was incised, and about four drachms of pus evacuated. 
After this the swelling gradually abated, and the patient was dis- 
charged on February 19, 1896. An examination of the pus made 
by Dr. D. Braden Kyle showed the presence of Streptococcus 
pyogenes. 

The occurrence of parotiditis after coeliotomy is one of the more 
infrequent sequelae, and, according to Pozzi, has always been con- 
sidered as evidence of a certain degree of septicaemia. In fact, it was 
formerly the cause of a grave prognosis. 

In the first case reported one would suppose that change in the 
parotid gland depended simply on the inexplicable sympathetic con- 
nection between the ovary and parotid gland (which seems closely 
allied to the sympathy existing between the uterus and the thyroid 
gland). The normal temperature and absence of other evidences of 
suppuration, and the rapid subsidence of other symptoms, argues 
against the septic process. In the second case the development of the 
parotiditis, followed by the total disappearance of the swelling, and 
ten days later the occurrence of a secondary parotiditis suppurative 
in character, is unusual. An interesting fact in regard to these two 
cases is that they were both foreigners, one an Italian, the other a 
German, neither one being able to communicate with nurses or at- 
tendants in English. In the second case, acute mania was also a 
complication. In neither case did an examination reveal any com- 
plication within the pelvis. From these cases we may infer that 
there is a sympathetic parotiditis following operations or injuries 
to the abdominal or pelvic viscera, which is simply and purely 
reflex, while another class of cases is probably septic in character, 
and attended by suppuration in the gland. Cases have been re- 
ported of parotiditis following not only abdominal operations, but 
also operations for perineorrhaphy and haemorrhoids. 

In the wide experience of Goodell he records but three cases, 
and he considers them not due to a mere coincidence, but caused 
by a reflex sympathy between the ovaries and these glands. What 
has been termed parotid bubo may occur after ovariotomy, usually 
associated with general septicaemia. Ross, of Toronto, in a paper 
before the American Association of Obstetricians and Gynaecolo- 
gists, reports a case of suppurative bilateral parotiditis developed 
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on the tenth day after operation, and the case terminated fatally 
on the forty-sixth day. Prior to death paralysis of the left side of 
the face and drooping of the left eyelid were noticed. 

Paget has collected one hundred and one cases of parotiditis 
following injury to the abdominal or pelvic organs, and due not to 
pyaemia, but to reflex nervous action. Fifty of these were due to 
slight injuries, as a blow or the introduction of a pessary. It may 
occur during pregnancy. In seventy-eight of these cases, forty-five 
of them were suppurative and thirty-three resolved without sup- 
puration. Symptomatic parotiditis may occur in typhoid fever, pneu- 
monia, scarlet fever, and other medical diseases. In some of these 
cases the inflammation extended from the mouth to the parotid 
gland, and argues in favor of cleanliness of the mouth and atten- 
tion to the teeth and tonsils. The treatment is carried out on ordi- 
nary surgical principles. 
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CLINICAL OBSERVATIONS ON VENTROFIXATION 
OF THE UTERUS.* 

By John M. Fisher, M. D., 

Chief of the Department of Diseases of Women, and Demonstrator of Gynaecology in the 
Jefferson Medical College Hospital ; Gynaecologist to the Philadelphia Hospital. 

Ventrofixation in cases of retrodisplacements of the uterus is 
now a well-recognized plan of treatment with operative gynaecolo- 
gists in general, but there still exist wide differences of opinion 
among individual operators upon the particular technique neces- 
sary to secure the much-desired and requisite secondary result of 
the operation — viz., ligamentous suspension and free mobility of 
the organ. 

The main object of this paper is to present a clinical study of 
a few cases which, if considered in connection with the more ex- 
tensive observations of others, may prove of value in solving this 
frequently debated question. 

The first case — a ventrofixation of the uterus, followed by sec- 
ondary coeliotomy five months subsequently — is of special interest. 
Mrs. W., aged twenty-seven years, multipara, was admitted to the 
Jefferson Hospital, January 16, 1896, suffering from metrorrhagia 
and violent dysmenorrhoea, and other symptoms common to pelvic 
disorders. The uterus was enlarged and retrodisplaced. The neces- 
sary operation was performed by Professor Montgomery. The 
uterus was curetted, antiseptically treated, and packed with gauze. 
Abdominal incision; no adhesions. The uterus, after being raised 
into an anterior position, was fixed by two silkworm-gut sutures 
passed through the superficial structure of the organ, one on a line 
with the attachment of the tubes, and the other a little below the 
fundus posteriorly, the ends of both sutures being finally carried 
through the peritonaeum, muscle, and fascia on either side of the 
abdominal incision and tied. The abdominal opening was closed 
with through-and-through sutures. The patient made a good re- 
covery, and, after returning to her home, continued to do well for 
a period of two months, when she began to suffer from violent 

* Read. For Discussion , see page 21. 
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pains in both groins. She grew worse with time, and returned to 
the hospital June 17, 1896 (five months after the operation). Sub- 
acute salpingitis was diagnosticated. Upon opening the abdomen, 
the uterus was found to be suspended in a normal anterior position 
by a fibroserous band about three quarters of an inch in length, 
constricted and cordate at its middle, with fan-shaped extremities 
attached to the fundus uteri and anterior abdominal wall. The 
suspended organ was freely movable, and evidently subject to all 
the physiological variations of position of a normally poised uterus, 
save that of retroversion. The original fixation sutures could be 
felt encysted immediately beneath the abdominal attachment of the 
utero-suspending band. That neither of the sutures had given sup- 
port to the uterus save for a comparatively short period following 
the operation was evident from their location. Both tubes were 
markedly swollen, tortuous, and intensely congested. The ovaries 
were enlarged and microcystic. There were no adhesions. Both 
appendages were removed. Abdomen closed without drainage. 
Patient made a satisfactory recovery. To what extent, if at all, 
the appendages appeared diseased at the time of the previous opera- 
tion can not be determined from the hospital records, nor can I 
conceive the possibility of pathological changes in these structures 
as a result of the uterine suspension. The history of the case cer- 
tainly points to infection from the cavity of the uterus three months 
subsequent to the operation. The points of special interest in con- 
nection with this case are: 

1. The position and evident uselessness of the buried fixation 
sutures in sustaining the organ after once securing firm parietal 
adhesions. 

2. The length, form, and character of the utero-suspensory liga- 
ment that obtained five months after the ventrofixation, and its pos- 
sible influence on pregnancy and labor. 

3. The position and mobility of the uterus and its influence on 
the pelvic circulation. 

While the result in this case in so far as the uterus itself was con- 
cerned was all that could be desired, it yet remains a matter of com- 
mon observation that ligamentous suspension of the organ after the 
introduction of buried fixation sutures does not always follow. In 
fact, cases in which the organ remains permanently fixed at the 
site of abdominal contact are comparatively numerous, and, when- 
ever this condition does obtain, it is an abnormity likely to give 
rise to equally as distressing symptoms, and often more so, than 
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were those previously associated with the displacement for the 
correction of which the operation was performed. This was well 
exemplified in a patient at the Jefferson clinic a few months ago. 
She had undergone ventrofixation several months previously at 
the hands of a gynaecologist who, in doing this operation, is in the 
habit of pushing the abdominal peritonaeum outside the line of 
suture, and fixing the uterus with buried stitches directly to the 
fascia and muscular structure. Upon examination, her uterus was 
found to be immovably fixed to the anterior abdominal wall, and, 
whereas previous to the operation she had suffered from occasional 
backache and dysmenorrhoea, she was now bent over with pelvic 
pain, had a retarded gait, her bladder was in a state of constant 
irritation, she suffered from metrorrhagia and increasing dysmen- 
orrhoea, and was, generally speaking, a picture of emaciation and 
distress. This, it must be admitted, is an extreme case, but, as indi- 
cated, one of a class not infrequently met with, presenting a variety 
of symptoms depending more or less directly upon the fixed posi- 
tion of the organ. 

Among other post-operative sequelae met with in some of these 
cases, but frequently omitted in the statistical reports of individual 
operators, are sinuses communicating with the fixation sutures. 
Within the past few years I have seen a sufficient number of cases 
thus complicated drift into the clinic at the Jefferson to carry the 
conviction that but few operators if any escape this unpleasant ex- 
perience in their work. It is curious to note that, in exceptional 
cases, these suppurating tracts form weeks and months even after 
the parts have cicatrized, and a sinus once established, as is well 
known, proves a source of continual annoyance to both patient and 
physician, and rarely closes while the base of irritation — the suture 
— is allowed to remain. 

If fixation, then, as distinguished from suspension of the organ, 
proves such a menace to the future health and comfort of our 
patients, why expose them to this risk by sutures designed to re- 
main longer than may be necessary to obtain secure union between 
opposing peritoneal surfaces, which is the first step toward secur- 
ing ligamentous suspension? A plan of treatment calculated to 
obviate the unfortunate results attending the use of buried sutures, 
and the value of which has been observed in a sufficient number of 
cases to entitle it to further trial, is well illustrated in the treatment 
of the following case: 

Mrs. H., aged thirty-five years, multipara, had been confined to 
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bed since March last, owing to an aggravation of long-existing 
symptoms, especially backache and rectal tenesmus when in the 
erect posture, depending upon an enlarged retroverted uterus. 
Operation at the Jefferson Hospital June 18, 1896. Uterus dilated, 
curetted, and packed with gauze. Short abdominal incision; no 
adhesions. Ovaries enlarged, but not appreciably diseased. Tubes 
healthy. The uterus, after being raised by two fingers hooked be- 
hind the fundus, was caught at its summit with a tenaculum for- 
ceps and held in an anterior position to facilitate the introduction 
of sutures. A curved needle, armed with silk, was now passed 
through the entire thickness of the abdominal wall upon one side 
of the incision near its lower angle, and about a third of an inch 
from its margin, pierced the peritonaeum and superficial muscular 
layer of the uterus transversely below the insertion of the tubes to 
the extent of about a half inch, and finally passed through the cor- 
responding portion of the abdominal wall on the opposite side. A 
second suture was passed in a similar manner a half inch above the 
first on the abdominal surface, and correspondingly through a por- 
tion of the uterus at its summit. Two additional through-and-through 
sutures were required to close the abdominal opening. The tenacu- 
lum forceps was now released, and the utero-abdominal sutures tied, 
thus bringing the intervening areas of peritonaeum covering uterus 
and abdominal wall into direct apposition. Complete closure of 
the abdomen by tying the remaining sutures finished the operation. 
The gauze was removed from the uterus within forty-eight hours. 
On the seventh day after the operation I learned that the hospital 
" resident " had removed all the sutures, including those fixing 
the uterus. Finding the organ in good position, however, I at once 
introduced a Smith-Hodge pessary as a means of support until a 
more reliable peritoneal union should obtain. To avoid undue pres- 
sure upon the body of the uterus from below, the patient was di- 
rected to evacuate the vesical contents every six hours, and special 
attention was given to the bowels in order to secure movements 
requiring the least expenditure of intra-abdominal pressure and 
consequent traction on the utero-sacral ligaments. She made an 
uninterrupted recovery, and left the hospital three weeks later. The 
pessary was allowed to remain in situ five weeks. I saw this patient 
September 18th (three months after the operation), and found the 
uterus occupying an anterior position and freely movable. She was 
relieved of all her former aches and pains. In January last I per- 
formed this operation at St. Joseph's Hospital in a case not unlike 
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the preceding as to symptoms and diagnosis. The utero-abdominal 
sutures were allowed to remain ten days, and a pessary introduced 
at the time of the operation was worn for a period of two months. 
A collapsed condition of the bladder and lower bowel were insisted 
on from the first, and maintained until peritoneal union between 
uterus and abdominal wall was assured. I examined this patient 
ten days ago (eight months after the operation), and found the 
uterus in a normal anterior position and freely movable. 

Three additional cases might be cited giving equally satisfac- 
tory results operated on within the past four months. The value 
of the pessary in these cases is secondary only to that of the ventro- 
fixation. This instrument supports the uterus in its temporarily 
fixed position not by indirect pressure against the posterior face of 
the body of the organ, as is held by some, but by traction upon the 
movable cervix, pulling the latter backward and upward to a higher 
level in the posterior vaginal fornix, thus counteracting the tend- 
ency to retroversion and descent of the organ, and minimizing ten- 
sion at the point of utero-abdominal contact. 

The objection might here be urged that, while this plan of treat- 
ment may prove satisfactory in dealing with retrodisplacements 
without adhesions, the use of a pessary in cases complicated 
by extra-uterine inflammation or its results would be contra-indi- 
cated, and that fixation of the organ by temporary suture alone 
would not secure the end in view, owing to subsequent cicatricial 
contraction or coaptation and union of previously adherent struc- 
tures, thus after a time re-establishing the original displacement. 
In this connection it should be borne in mind that, clinically, a dis- 
placement of the uterus in itself rarely constitutes disease, and that 
a uterus fixed posteriorly by adhesions unassociated with disease 
of the appendages is exceedingly rare. If, after removing that 
which is palpably diseased in a given case, the structural condi- 
tion of the uterus justifies the operator in allowing it to remain, the 
probabilities are that the organ will be less likely to give rise to 
future annoyance by leaving it alone than by fastening it to the 
abdominal wall with sufficient firmness to withstand the post- 
operative and constantly increasing cicatricial contractions, with 
the consequent disturbance of pelvic circulation, and the resultant 
direct and reflex nervous irritation. The future clinical aspect of 
these cases is rarely determined by accidental positions of the 
uterus. 
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TRANSACTIONS OF THE PHILADELPHIA OBSTETRICAL 

SOCIETY. 

Stated Meeting, October I, 1896. 

Charles P. Noble, M. D., in the Chair. 

The Course of Labor as influenced by Suspensio Uteri. 
By Charles P. Noble, M. D. 

(See page 1.) 

Discussion. 

Dr. John C. Da Costa: I have listened with interest to this 
paper, having done a number of operations myself of this character, 
and having watched the cases as closely as I could since. I think 
Dr. Noble's paper is a very strong argument against ventrofixation 
and in favor of suspension of the uterus. Thus, where difficulty 
has occurred in these cases, it has been where the uterus was firmly 
fixed to the abdominal wall, where it has been tilted out of place 
a little, where the posterior wall has been brought against the ab- 
dominal wall, and where firm bands of growth have occurred. 
Whereas, in suspension of the uterus, when you take but a very 
small quantity of tissue (only an eighth of an inch), where the 
stitches taken do not go one sixteenth of an inch below the sur- 
face, and the first stitch is brought out through the peritonaeum 
covering the top of the uterus, and only enough of the tissue to hold 
it in place is taken; it is remarkable what good results one gets; 
it is astonishing how little it requires to hold a uterus in place. As 
to ligature, silkworm gut will remain unaltered in the abdomen an 
indefinite time. It is not so with fine silk or catgut. My experi- 
ence in cases I have operated on myself, and which have had to; 
be opened for other diseases at the end of five or six months, is 
that the uterus is not firmly attached to the abdominal wall. I 
recall one very striking case in which I opened a woman with 
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damaged tubes and diseased ovaries, removed diseased tissue, and 
did suspension of the uterus, and five months later was compelled 
to open her for tubercular peritonitis. I looked very closely for 
the ligature, which was of the finest silk, that would hold the uterus 
up, but it had entirely disappeared. The uterus was suspended by 
a semifibrous and semiserous cord about two inches long, and per- 
fectly normal and movable. If that woman could have become 
pregnant, there would have been no interference from distention. 
A band that would stretch two inches in five months is certainly 
pliant enough to give way in nine months of pregnancy, and give 
the woman no inconvenience. This has been the experience of 
other operators, Dr. Kelly among the number. I do not do, the 
operation exactly as Kelly does it. He takes up the uterus with back 
of fundus toward the abdominal wall. I find the better way is to 
bring the top of the uterus up, use ligature only strong enough to 
hold it — one that will disappear, such as very fine silk or catgut. 

As to the cases cited by Dr. Noble, the first case was not one of 
suspension, but of fixation. She is not the only woman who had to 
have an abortion for uncontrollable vomiting, etc., in pregnancy. 
There is no proof that the symptoms were due to the operation. 
In the second case he had a good result following suspension. The 
other case, where haemorrhage followed, in which the woman had 
twins, the uterus did not contract properly. This is not at all un- 
usual. I have seen precisely the same symptoms where no opera- 
tion had been done and twins were present. I was called in con- 
sultation a short time ago, found the uterus wide open, but not 
even an attempt at contraction, and both babies had to be delivered 
with forceps. 

The fourth case that he stated — the ventrofixation by Dr. Noble 
— was among the first cases reported of difficult labor following 
fixation. In it you had the uterus tied fast to the abdominal wall. 
In that operation the peritonaeum did not give, and the two muscles 
(abdominal and uterine) were attached as firmly together as the 
muscles of a cut in the abdomen or any other part of the body be- 
come after operation. Therefore Dr. Noble's paper is a strong 
argument in favor of ventrosuspension done in the proper way. If 
you examine most of the cases, you will find they were done by 
men who thought it necessary to make very firm attachment be- 
tween the uterus and abdominal wall. 

Dr. Norris: It would have been very interesting if Dr. Noble 
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had carried out in his investigations an inquiry as to how the opera- 
tions had been performed in those cases where there were subse- 
quent difficulties during pregnancy or at labor. It certainly seems 
that the technique influences the results very much so far as con- 
cerns pregnancy or difficulty at labor 

Dr. C. P. Noble: I am entirely in accord with Dr. Da Costa 
and others who believe that the proper operation is to suspend the 
uterus lightly to the abdominal wall. However, trouble may follow 
even that method. Dr. Kelly had a case which was delivered with 
great difficulty in the West Philadelphia Hospital for Women. 
I am personally familiar with this case, as I saw her while she was 
pregnant. There was infection of the abdominal wound, causing a 
broad surface of attachment between the uterus and abdominal wall. 
It was not the technique but infection which gave the trouble. 

I opened the abdomen to-day of a patient who had this opera- 
tion performed by another operator some two years ago, and which 
was followed by suppuration. It took me half an hour to peel, cut, 
and dissect the uterus loose from the abdominal wall in order to 
take it out. No matter what method of suture is used, 'if we have 
suppuration afterward it gives just as firm fixation of the uterus to 
the abdominal wall as it is possible to get. 

I think Dr. Da Costa's argument is a little too absolute for this 
reason. The statistics I collected in this country were, I am sure, 
correct, because I not only collected by correspondence, but, after 
making out the tables, sent them back to every one from whom 
I got statistics for verification. The foreign statistics were col- 
lected by Dr. Gordon out of the foreign journals, and, with the 
possible exception of duplication of cases, I think they are correct 
also. As a matter of fact, there were about two per cent, more 
difficulties in labor in American cases than in foreign, although 
all foreign cases had firm fixation of the uterus, whereas the large 
percentage of the American cases were operated upon by Dr. 
Kelly's method, which means slight attachment of the uterus. The 
difference in cases operated upon abroad and in this country is that 
abroad the anterior face of the fundus is attached to the abdominal 
wall. The attempt is made by most operators to fix firmly, but it is 
the anterior rather than the posterior face of the fundus which is 
attached to the abdominal wall. Under these circumstances if preg- 
nancy takes place there is a greater portion of the uterus left free 
to develop than would be the case if the posterior face of the fundus 
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were stitched. I believe that is the explanation why there has been 
possibly a little less difficulty in European cases. If we are going 
to fix the uterus firmly to the abdominal wall we should sew the 
anterior face of the fundus and not its posterior face. My own 
opinion is that we should not fix it firmly. 

Dr. Norris asked if I tried to find out the technique followed 
in the cases having difficult labors after operation. I did, but my 
experience was that of every one else who has tried to get statistics, 
that the reports were too incomplete to draw satisfactory conclu- 
sions. The point of greatest interest in the American cases was 
that whereas Dr. Kelly had himself done almost one third of all 
cases reported, in his cases there had been only one difficulty in 
labor encountered, and in that case it was from suppuration and 
not from the technique. 

Two Cases of Parotiditis following Celiotomy. 

By Wilmer Krusen, M. D. 

(See page 10.) 

Discussion. 

Dr. Da Costa: The thought occurred to me while Dr. Krusen 
-was reading this paper that possibly, as the case was not septic at 
the time of operation, it may have become so in the hospital. Any 
one who knows what a large general hospital k knows what a great 
number of visitors there are — men, women, and children — passing 
to and fro at the visiting hours, and how easily the disease may have 
been communicated by some one of them. 

Clinical Observations upon Ventrofixation of the Uterus. 

By John M. Fisher, M. D. 

(See page 13.) 

Discussion. 

Dr. A. J. Downes : About the method of suspending the uterus 
what I have to say is partly a repetition of what Dr. Da Costa said. 
The first patient on whom I performed ventrofixation had consider- 
able bladder trouble, and the uterus descended low in the pelvis. 
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In doing this operation I had placed two stitches not deeply through 
the uterus, half an inch below its summit anteriorly, the other 
behind the middle of the fundus posteriorly. They were brought 
through the abdominal wall, emerging from it at a point below 
where they had entered the wall from within. When tied, the knots 
or shots were slightly below the level at which the sutures entered 
the uterus. This operation and others similar that I have seen, 
where the sutures enter near the top of the fundus or behind it, 
and are brought out of the abdomen on a level, produces no sus- 
pension. It fixes the fundus uteri. Sharp flexion in the majority 
of cases should occur, for we have the utero-sacral ligaments with 
the utero-vesical slightly assisting, lifting the uterus counteracted 
by the fixed fundus and abdominal pressure from above. The re- 
sultant of the forces determines a flexion. This offers an explana- 
tion of the trouble occurring in pregnancy after these operations. 
In studying the matter, I decided that fixation without suspension 
was a failure. During the last six months I have made use of the 
following technique in six cases: After applying a tenaculum to the 
summit of the fundus, the uterus is lifted high out of the pelvis. 
One suture is used only to suspend and fix. It passes through the 
abdominal wall at a point about three fourths of an inch above the 
level it is to pierce the uterus; from this point of entrance it de- 
scends toward the level where it is to enter the uterus. It is then 
passed through the anterior wall of the uterus three fourths of an 
inch from its summit, very little below the serous cover, engaging 
but little of the uterine muscle. The suture should pass through 
the uterine tissue a width of not less than half an inch. It is then 
passed out through opposite side of incision upward. The serous 
coat of uterus above the suture is slightly scarified. After closing 
the abdominal wound, this suture is shotted to distinguish it, and 
removed in three or four weeks. By this method there is no physi- 
cal reason why changes detrimental to the natural progress of preg- 
nancy should occur in the anterior wall of the uterus. 

Dr. Da Costa: There is one point in this discussion on suspen- 
sion and Dr. Fisher's case which has not been touched on. That is, 
the good results that we get from these cases is due to something 
besides the mere suspension of the uterus. Take, for instance, a 
uterus without any adhesions at all, a uterus sharply flexed, where the 
fundus seems bent back against the cervix; if you straighten that 
uterus out you will find that the posterior wall at the bend has little 
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or no tissue. When you suspend it, it takes a very little thread to 
sustain it, and the suspension puts the uterus in such a position that 
blood can get to it and afford the proper nutrition, and some months 
later you will find a total change in the part formerly so attenuated. 

Dr. Fisher's argument will not always hold good in cases where 
there are adhesions. I have heard of one case lately where there 
was a good deal of distress after operation, and in which pelvic 
massage was used with very great relief; but I had an opportunity 
to examine that case, and I found that there was now a mass in the 
pelvis, the operation having been done some months ago. The 
question has arisen in my mind whether the trouble was not due to 
something besides suspension; whether the pelvic massage did not 
loosen up new adhesions or growths, and give the woman more or 
less relief. 

Dr. R. C. Norris: There were two points that occurred to me 
as Dr. Fisher read his paper: His recommendation, as I under- 
stood it, is to introduce sutures and remove them within a reason- 
ably short time (ten days), and then to substitute a pessary to retain 
the uterus in position during the succeeding four or five weeks. 
The only criticism that I would offer is, first, the inquiry whether 
or not his case had been treated with a pessary before operation. 
Sometimes, although rarely, a very good result follows wearing a 
pessary for five weeks. The uterus is held forward, drainage is ob- 
tained, the uterus becomes smaller, and, if the appendages are not 
diseased, the uterus stays forward. My second criticism is of the 
value of through-and-through sutures. If we introduce sutures, 
shotted or otherwise fixed, through the abdominal wall, and remove 
them within ten days, we make the uterus hug the parietal perito- 
naeum, and we expose the patient to the danger of widespread in- 
flammatory change between the uterus and the anterior abdominal 
wall — two results we wish to avoid. 

For a time I used through-and-through silkworm-gut sutures 
shotted on the outside, allowing them to remain four weeks. I gave 
this method up because I found that widespread inflammatory 
change, with thickening and infiltration, followed, and firmly fas- 
tened the uterus to the anterior abdominal wall. This plan seemed 
feasible at the time, but I have since found better results from two 
fine silk sutures, including the peritonaeum and a few fibers of mus- 
cle beneath the fascia. Occasionally a sinus will persist after this 
operation, but it should be remembered that the sinus usually comes 
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from the silk placed on the stump of a tube on one side or the other 
that has been removed at the operation. It commonly happens 
that one of the appendages, or perhaps both, have been removed 
and the uterus stitched forward. I have had sinuses occur in two 
cases, but in both cases the uterine appendages had been removed. 
My opinion is that when a sinus forms it is sometimes best to let it 
alone. I had an unfortunate experience follow the removal of a 
silk ligature which caused a sinus after an operation, at the close 
of which ventrofixation had been performed. Without difficulty I 
removed the ligature with a probe bent at the end to make a small 
hook, and two days later a violent faecal fistula followed from the 
depth of the sinus, that eventually closed. This made me think 
that the removal of a piece of silk from a sinus, while often desir- 
able, is not always free from danger. 

Dr. W. S. Stewart: I had two cases this summer that refused 
any operation for ventrofixation of the uterus; both had retroflexion, 
and of a haemorrhagic nature. I was obliged, therefore, to do some- 
thing. In both cases I used the stem pessary, and had, to my de- 
light, splendid results. I not only used the stem pessary, but I used 
a Smith-Hodge pessary to hold the cervix well back. After several 
weeks I removed the pessaries, with satisfactory results both as to 
the metrorrhagia and position of uterus. 

Dr. Noble: There are several points which I noticed in Dr. 
Fisher's paper. In the first place, the statement that the firmly fixed 
uterus is often very painful. I have suspended or fixed the uterus 
about seventy times, and in none of the cases has the patient com- 
plained of any special pain, whether it was firmly fixed or not. The 
next point was suppuration, which occurred weeks after the opera- 
tion, from buried sutures. I have introduced somewhere between 
three and four thousand buried silkworm sutures in the abdominal 
wall, and have never seen one suppurate, unless within a week after 
it was put in; therefore his must be an exceptional experience. 

Concerning the question of using a through-and-through suture, 
as directed by Dr. Fisher, I believe that Dr. Norris is right, that 
the through-and-through suture causes much firmer adhesion be- 
tween the uterus and abdominal wall than does the buried suture. 
This can not help but be the case, because it holds down the ab- 
dominal wall against the uterus until its time of removal. One of 
the advantages of light attachment of the uterus to the peritonaeum 
is that the peritonaeum is not attached to the underlying muscle or 
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fascia, and immediately after operation intra-abdominal pressure 
pulls the uterus away from the anterior abdominal wall, so that in a 
measure it prevents an extensive adhesion between the uterus and 
abdominal wall. I have removed a number of ligatures from 
sinuses. I believe the patient in the case reported by Dr. Norris 
would have had a faecal fistula in a day or two if the ligature had 
been allowed to remain; it simply indicates that the sinus was on 
the point of burrowing into the bowel, and it was merely a coin- 
cidence that the faecal fistula followed the removal of the ligature so 
closely. If it is unusual for a faecal fistula to occur after a silk liga- 
ture is removed, and as it so greatly lessens the annoyance upon 
the part of patients, I think we should not be influenced by occa- 
sional accidents such as that reported. 

Dr. J. M. Fisher: In none of the cases reported were pessaries 
used previous to the operation, for the reason that it was impossible 
to reduce the uterus and hold it in position by this means, simply be- 
cause the organ had been retrodisplaced for so long a time that 
obliteration of the posterior vaginal fornix obtained, so that the 
pessary alone would have been useless. But after fixing the uterus 
to the abdominal wall, and then introducing a pessary, the action of 
this instrument on the cervix certainly served a useful purpose. 

I remember distinctly in all these cases a reduction of the dis- 
placement was impossible previous to the operation, and yet there 
were no adhesions. I think in all probability the uterus might have 
been reduced under ether. I find posterior displacements of the 
uterus often regarded as irreducible become reducible when the 
patient is placed under the influence of an anaesthetic. In very 
many of these cases the patients can be relieved by curettement, 
omitting anterior fixation of the uterus. In many cases the dis- 
placement of the uterus does not give rise to symptoms, but they 
depend upon the associated chronic metritis. By relieving the 
metritis a displacement may remain without further symptoms. 
Many cases of uncomplicated displacements exist without symp- 
toms. I recall a patient who applied to me with a posterior dis- 
placement fixed by inflammatory disease. The uterus had been 
treated by a physician on Broad Street, who tried to reduce it every 
time the patient went to his office, thus aggravating her symptoms. 
After placing her on hot-water douches and a general tonic treat- 
ment, the inflammatory condition soon subsided, and the patient has 
not suffered any since, although the displacement remains. With 
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reference to sinuses forming after the introduction of buried sutures, 
I wish a certain gentleman of experience whom you all know were 
here this evening. He told me of a case in his practice that re- 
turned to him several months after a section with a sinus at the site 
of operation. I recall the case of a woman who had an operation 
done for hernia, where buried sutures were introduced. Five or six 
of these sutures were removed at as many different sittings, subse- 
quently, because of suppuration and formation of sinuses some 
weeks after the operation. First one suture, then another, and so 
on, every one gave rise to the same form of irritation, and had to be 
removed. 

Official Transactions. Frank W. Talley, Secretary. 
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THE TREATMENT OF FIBROID TUMORS OF THE 

UTERUS.* 

By W. Easterly Ashton, M. D., Philadelphia. 

The treatment of fibroid tumors may be divided into the symp- 
tomatic and surgical. Haemorrhage, pain, and the results of me- 
chanical pressure are the symptoms which require our attention in 
the symptomatic treatment of these tumors. 

Haemorrhage is most marked in the interstitial and submucous 
varieties, and may manifest itself either as a menorrhagia or a 
metrorrhagia. The most useful drugs to relieve this symptom are 
ergot, hydrastis canadensis, and cannabis indica. 

Ergot is either administered by the mouth or hypodermically; 
perferably by the former method, as the injections are not only very 
painful, but are liable to cause abscesses. Ergotine in doses of two 
to three grains three times a day is the best form in which to use 
the drug. On account of its depressing effects upon the heart, 
strychnine should be given at the same time in doses of one thirtieth 
of a grain. There is no question of the fact that this treatment, 
continued for a length of time, will in some instances not only lessen 
the haemorrhages, but occasionally even diminish the size of the 
tumor, or at least check its growth. 

The fluid extract of hydrastis canadensis and the tincture of 
cannabis indica may be employed in cases where no results are de- 
rived from the use of ergot. 

Curettement of the uterine cavity may be resorted to when 
the haemorrhage is continuous or severe, and does not yield to in- 
ternal treatment. A sharp curette should be used, and the mucous • 
membrane thoroughly removed. This treatment is followed at once 
by marked improvement, and is one of the very best means at our 

* Read. For Discussion, see page 41. 
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command to meet the symptom under consideration. It is hardly 
necessary to call attention to the fact that disease of the uterine 
appendages is a positive contra-indication to the employment of 
curettage. 

Vaginal injections of water as hot as can be borne should be 
used twice daily for a considerable length of time. At least a gallon 
of water must be used at each injection, so that the vaginal vault 
will be thoroughly exposed to the douche. The injections should 
be continued during the menstrual periods. 

The vaginal tampon is a valuable aid in checking, for a time 
at least, a continuous haemorrhage. Again, it is the most certain 
method we possess to control either an excessive haemorrhage or a 
prolonged or profuse menstrual flow. I have seen severe haemor- 
rhages controlled for months by its use. The tampon is made of 
absorbent gauze, cut into a strip six inches wide and sufficiently 
long to contain enough material to thoroughly pack the vagina. 
A compress over the vulva and a T-bandage complete its applica- 
tion. It should be removed in twenty-four hours and reapplied 
if necessary. 

I can not too strongly urge the necessity of patients suffering 
from haemorrhages or an excessive menstrual flow remaining in 
bed during the entire period of menstruation. The observance of 
this simple precaution will aid materially in the treatment of these 
cases. 

From a careful study of the results obtained by others with 
electricity in the treatment of fibroids, I am convinced beyond a 
doubt in my own mind that the remedy has no place in the manage- 
ment of these tumors. It is undoubtedly true that electricity will 
relieve in some instances the haemorrhage and lessen the pain. Yet, 
when we take into consideration the dangers of septic infection fol- 
lowing its use, and also the possible existence of tubal disease, 
which is a positive contra-indication to any form of intra-uterine 
treatment, I can. not see any advantage to be gained by employing 
this agent when the methods I have just described will give as good 
results without the dangers to life. 

Pain occurring as a symptom of uterine fibroids may be due 
to pressure upon adjacent organs and nerves. Again, a submucous 
tumor projecting into the uterine cavity may cause painful con- 
tractions of the uterine walls, which become especially severe at 
the time of menstruation. So, too, a fibroid uterus in which the en- 
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largement is general may be painful. Finally, adhesions between 
the tumor and adjacent organs or parts and local peritonitis are a 
frequent cause of the suffering endured in these cases. 

The routine treatment for pain which I have found most useful 
is hot-water vaginal injections twice a day, and the introduction 
into the vagina of cotton-wool tampons saturated in a ten-per-cent. 
solution of ichthyol in glycerin. The tampons are inserted twice or 
three times a week, and removed on the following morning. In- 
ternally, I give the tincture of cannabis indica along with the bro- 
mide of sodium. 

Where the symptoms are caused by pressure, the knee-chest 
position gives great relief, and under these circumstances I employ 
this posture along with the above-described treatment. The patient 
should assume the knee-chest position for ten to fifteen minutes 
three times a day: In the morning before getting out of bed, at 
noon, and on retiring for the night. Another direction I give my 
patients is to lie as much as possible, when recumbent, upon the 
abdomen or side, so as to take the weight of the tumor away from 
the points pressed upon when in the erect or sitting position. 

The use of posture in the treatment of pain due to pressure has 
in my hands accomplished more than any other method I know of. 

In fibroids associated with localized chronic peritonitis I em- 
ploy salines in addition to the routine treatment, giving a sufficient 
quantity of the remedy to produce one watery movement daily for 
several days, and then using the salts once a week for an indefinite 
length of time. 

The pressure of fibroid tumors upon the bladder and rectum 
frequently causes most distressing and dangerous symptoms. 

Compression of the neck of the bladder results in retention of 
urine in some cases, and in others vesical tenesmus. Haemorrhoids 
and constipation also result from the rectum being pressed upon. 

In some cases the constipation is so obstinate that toxaemia 
occurs as the result of reabsorption. Pressure upon the ureters, 
if long continued and severe, gives rise to grave kidney disease and 
structural changes in the ureters and pelvis of the kidneys. 

In the treatment of pressure symptoms little can be done beyond 
relieving the organs pressed upon, by having the patient assume 
the knee-chest position in the way already described. 

In some cases the results of this treatment are excellent, while 
in others there is but little difference, if any, in the severity of the 
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symptoms. Of course much depends upon the size of the tumor, 
its position, and also its movability. 

I have rarely seen any good results obtained from tampons and 
supporters in these cases. 

Surgical Treatment. — Before considering the surgical treatment 
of the submucous, interstitial, and subperitoneal forms of fibroma, 
I shall indicate briefly the management of fibroids which are limited 
to the vaginal portion of the cervix, and also pedunculated growths 
attached to the uterine cavity or cervical canal. 

Fibroid enlargements of the vaginal cervix are readily removed 
by amputation of the cervix and covering over the raw surfaces by 
bringing together the vaginal mucous membrane from above and 
below. The operation is very quickly done, and effectually gets 
rid of the disease. 

Pedunculated growths or polyps are removed by seizing the 
tumor with a strong forceps and making traction upon the pedicle, 
which is then cut away close to its attachments with scissors curved 
on the flat. 

The operative procedures advised at the present time for the 
cure of uterine fibroids are hysterectomy, morcellation, myomecto- 
my, and castration. 

Hysterectomy. — This operation may be either abdominal or vagi- 
nal. The abdominal operation may be either supravaginal or total. 
Again, the supravaginal may be performed by what are known as 
the extraperitoneal and intraperitoneal methods. 

Comparing abdominal with vaginal hysterectomy, I believe the 
former is by far the safer operation. The operator is at all times 
able to see what he is doing; his work is complete, it is surgical, and 
complications are easily met and disposed of intelligently. 

In performing a vaginal hysterectomy the operator is* working 
in the dark, and has no conception of the damage done during the 
successive steps in the operation. Again, convalescence after these 
operations is prolonged; there is a foul discharge from the vagina, 
lasting in some cases for weeks, and finally urinary and faecal fis- 
tulae occur in some instances. Abdominal hysterectomy, on the 
other hand, has a rapid and clean convalescence, without the dan- 
gers of a prolonged suppurative process in healing. 

The next question I shall refer to is that of the relative value 
of supravaginal hysterectomy and complete or total removal of the 
uterus. 
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The selection of either of these operations depends upon the 
indications in a given case. For example, total hysterectomy is 
indicated in sloughing fibroids with general infection or when 
malignant disease is associated with the neoplasm. On the other 
hand, supravaginal hysterectomy is the preferable operation when 
these conditions are absent. I am well aware that some of the best 
operators in the country prefer total removal of the uterus in all 
cases; but when we take into consideration that it is impossible 
to render the vagina aseptic, and that a total hysterectomy neces- 
sarily brings the fingers of the operator in contact with it, I believe 
the supravaginal operation is the safest. Again, the vault of the 
vagina is better preserved when the cervix is left intact, and this 
point is of some importance in the selection of the operation, for the 
reason that sexual intercourse is somewhat interfered with after 
total hysterectomy. Finally, the total removal of the uterus is a 
longer operation than supravaginal hysterectomy, and the haemor- 
rhage is more difficult to control. 

The recent advances made in the technic of abdominal hysterec- 
tomy have resulted in practically doing away with the extraperito- 
neal treatment of the stump. The Trendelenburg position gives 
such freedom of sight and manipulation that the intraperitoneal 
method is now used by all progressive surgeons. 

I need not refer to the disadvantages of the old extraperitoneal 
method; the long convalescence, the purulent discharges, the 
sloughing tissues, and the greater frequency of hernia are well 
known to us all. 

The old method has only one point in its favor — namely, it is 
an operation any beginner may do in uncomplicated cases. 

It requires no skill or dexterity, and can hardly be considered 
surgery according to modern ideas. 

The intraperitoneal method does not increase the mortality in 
the hands of competent operators, and the convalescence is as 
short and easy as in simple ovariotomy. 

Morcellation was perfected and advocated by Pean, and is the 
method most frequently employed by French surgeons. The opera- 
tion may have for its object simply the removal of a submucous or 
an interstitial growth, or it may be followed by the complete re- 
moval of the uterus through the vagina. 

The operation of morcellation for the removal of a submucous 
or interstitial fibroid can not be too strongly condemned. It leaves 
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the uterine cavity badly lacerated, and during the long convales- 
cence which ensues the patient's life is in danger from septic infec- 
tion. Again, vaginal hysterectomy following morcellation is not 
only an unsurgical but an equally dangerous operation. It has 
all of the disadvantages and dangers of a simple vaginal hysterectomy 
without a single point in its favor. 

I have seen one of the most prominent French surgeons, in per- 
forming a vaginal hysterectomy by morcellation, nearly lose his 
balance by the sudden delivery of the uterus while making strong 
traction upon it. Fortunately for the patient, the uterus was free 
from adhesions. 

• It is impossible for an operator to know until the operation is 
nearly complete whether or not adhesions are present, and the 
necessary manipulations in all vaginal sections are so rough and 
uncertain that serious or fatal accidents are likely to occur at any 
time. 

Abdominal myomectomy is indicated when a subperitoneal 
fibroid has a distinct pedicle and it is thought desirable to save the 
uterus. 

Castration for uterine fibroids is undoubtedly indicated in cer- 
tain cases. Haemorrhage is controlled in three quarters of the cases, 
and in three fifths there is a decrease in the size of the uterus. This 
operation should be employed more frequently than is the case 
at the present time. It is contra-indicated in large tumors in fibro- 
cystic and soft fibroids, and in small tumors giving rise to serious 
pressure symptoms. 

We have been taught in the past to look upon fibroid tumors 
of the uterus as innocent growths, which, causing but little trouble, 
eventually disappear after the menopause. While this is true in 
some instances, we know from experience gained in pelvic surgery 
that the history of the majority of these growths force us to a di- 
rectly opposite view. 

First, let us study the effect of these tumors upon neighboring 
and distant organs, and, second, the degenerations which take place 
within the growths themselves. 

The Fallopian tubes are frequently found to be inflamed, and in 
some instances distended and filled with pus or blood. I was pres- 
ent at the post-mortem examination of a patient who had died sud- 
denly after the application of electricity to a large fibroid. Several 
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ounces of pus were found in the pelvic cavity, which had escaped 
from a rupture in the walls of an immense pyosalpinx. 

As the result of a large operative experience, I believe tubal 
disease must be carefully taken into consideration in determining 
the treatment in cases of uterine fibroids. If the physical exami- 
nation revealed the condition of the uterine appendages, the solu- 
tion of the problem would be simple; unfortunately, however, if 
the tumor is of any size, it so completely fills at the pelvic cavity 
that a thorough palpation is impossible. 

The distant organs most liable to become affected by fibroma 
are the kidneys, liver, and heart. The changes in these organs are 
produced by obstruction to the circulation and also by direct pres- 
sure. Grave kidney disease is caused by pressure upon the ureter. 
Again, the heart may be hypertrophied or undergo degeneration, 
and, finally, the liver may become fatty. These pathological con- 
ditions are, as a rule, only observed in large tumors. 

The mechanical friction produced by fibroid tumors causes peri- 
tonitis and adhesions in many instances. This complication is not 
only serious on account of the distressing symptoms produced, but 
it often endangers life and always increases somewhat the mortality 
following hysterectomy. 

The haemorrhages occurring in some cases are a serious compli- 
cation, as the loss of blood is often the cause of death. So, too, the 
pain produced by the pressure of the tumor may so exhaust the 
patient that a fatal ending results. 

Having briefly pointed out the lesions produced by fibroid 
tumors, I shall now consider the changes which these growths fre- 
quently undergo. These changes are in some instances inflamma- 
tory in character, and become serious either from an extension of 
the inflammation to the peritonaeum or from suppuration taking 
place within the tumor itself. The causes of the latter complication 
are either a cutting off of the blood supply to the tumor as the 
result of compression of its vessels, or septic infection following 
operative interference or intra-uterine exploration. 

Cystic degeneration is met with from time to time, and occurs, 
I believe, more frequently than is generally supposed. These cystic 
fibroids may grow to an enormous size in a comparatively short 
time. 

Fibroid tumors may also be the seat of cancerous or sarco- 
matous degeneration. Whether or not a fibroma can become a 
3 
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malignant tumor is as yet undecided. It is a clinical fact, however, 
that these degenerations are frequently observed associated with 
fibroid tumors of the uterus. 

Among other changes occurring in fibroids, I will mention 
calcification, myxomatous degeneration, and softening. The latter 
change may be caused by pregnancy or it may be due to oedema. 
Again, a fibroid may remain quiescent for years and then suddenly 
begin to grow rapidly. I have observed this in a number of cases. 
It is always a serious symptom, and is due either to pregnancy 
intervening or to cystic degeneration or inflammatory changes. 

From what we know clinically, therefore, of the lesions pro- 
duced in other organs by uterine fibroids and the changes which 
take place within the growths themselves, it often becomes a serious 
question as to what is the best plan of treatment to employ in a 
given case. 

Medical treatment can not be advised in every instance, and it 
would be equally wrong to urge an operation on every woman who 
presented herself with a uterine fibroid. 

Again, even when operative interference is demanded there is 
much to consider before deciding upon the form of operation. 

The proper management of these cases depends upon a careful 
study of each patient, and, although I am strongly of the opinion 
that a large number of uterine fibroids demand some form of opera- 
tive interference, yet there is also a fair proportion in whom the 
indications are in favor of palliative measures. 

The environment of a patient must be considered, other things 
being equal. Thus, a wealthy woman may afford to try palliative 
measures before resorting to more radical means, while a poor 
woman must of necessity seek immediate relief from symptoms 
which interfere more or less with her earning a living. 

The characteristics of a tumor are important to consider. A 
small growth which produces no pressure symptoms or serious 
haemorrhage may be treated medically or castration may be per- 
formed. Fibrocysts, soft fibromata, and rapidly growing tumors 
require a hysterectomy in all cases. 

The various changes and degenerations and the lesions pro- 
duced by a fibroma in other organs must be carefully studied. 
Pregnancy is a serious complication, and may necessitate immedi- 
ate operation. Although the physical condition should be taken 
into consideration, yet we should not lose sight of the fact that 



Digitized by 



Google 



The Philadelphia Obstetrical Society. 35 

many patients can not possibly recover their strength until the 
cause of the lowered vitality is removed. 

The age of a patient will at times determine the % plan of treat- 
ment Thus, a woman who is nearing the menopause, and who has 
a small tumor which has been quiescent for some time and causing 
no pressure symptoms or serious haemorrhage, can well afford to 
try the effect of medication with the hope that the " change of life " 
will cure the disease. A younger woman, on the other hand, can 
not with safety allow the tumor to remain. 

Finally, certain rare forms of broad-ligament tumors are so 
situated that their removal is extremely dangerous. It is safer, 
therefore, to use palliative methods in these cases rather than sub- 
ject the woman to the risks of an operation. 
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REMARKS ON THE USE OF THE BURIED 
PERMANENT SUTURE IN ABDOMINAL SURGERY* 

By Charles P. Noble, M. D., 

Surgeon-in-Chief , Kensington Hospital for Women, Philadelphia. 

What is the best method of closure of the wound in cceliotomy? 
is a question which is of interest to all abdominal sugeons. What is 
desired is a method which will secure accurate coaptation of the 
wound, which will favor primary union, and which will prevent the 
subsequent occurrence of ventral hernia. The original and simple 
method of a through-and-through suture has been tried and found 
wanting. Both primary suppuration and subsequent hernias are of 
too frequent occurrence after this method to make it appeal to sur- 
geons desiring to do the best possible work. I have no experience 
with the use of catgut or other absorbable material in the closure 
of the cceliotomy wound, but the results which are reported from 
Germany are not such as to induce me to make use of the method. 
Winter (Bauchnaht und Bauchhernie) gives eight per cent, of hernias 
as following the use of the buried-catgut suture (Verhandlung der 
deutsch. Gesellschaft fur Gynaecologies 1895, p. 581). The buried 
permanent suture has been employed for the closure of cceliotomy 
wounds since May, 1887, when Dr. Schede, of Hamburg, first 
used silver wire as a buried suture in the closure of an enor- 
mous umbilical hernia with wide diastasis of the recti muscles 
in the case of an eighteen-months-old child. Since that date Dr. 
Schede has continued to use silver wire as a buried suture, and 
reports very successful results, both as to primary union and as to 
the prevention of subsequent hernias (Ueber den Gebrauch der 
versenkten Drahtnaht bei Laparotomien und bei Unterleibsbriichen, 
Festschrift zur Feier des 70. Geburtstages FriedricWs v. Esmarch, 
January 9, 1893). 

The favorable opinion of Schede concerning silver wire is borne 

* Read. For Discussion see page 47. 
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out in the experience of the general surgical and gynaecological 
-departments of the Johns Hopkins Hospital, where for some years 
silver wire has been used as a buried suture. No statistics are 
available as to the exact results secured, but, in a personal interview 
with Dr. Clark, until recently resident gynaecologist, I have learned 
that the percentage of suppurations has been low, and that the num- 
ber of sutures removed has been insignificant 

In June, 1891, Dr. George M. Edebohls, of New York, first em- 
ployed silkworm gut as a buried suture in the closure of coeliotomy 
wounds, and, beginning with May, 1892, he used this method of 
suturing systematically in his abdominal work (The Prevention of 
Hernia after Incision of the Abdominal Walls, New York Journal of 
Gynecology and Obstetrics, January, 1893). In the same journal 
for May, 1896, under the title What is the Best Method of making 
and closing the Coeliotomy Incision? Dr. Edebohls reports that 
his results with this method of suturing the coeliotomy wound were 
poor. He states that in his experience between five and ten per 
cent, of all sutures thus employed caused suppuration, and were 
•either discharged spontaneously or required removal in order to 
secure closure of the wound or suppurating sinuses. He also states 
that in many cases when aseptic (sic) closure of the wound and 
primary union had been obtained, that suppuration followed, in some 
cases in a few weeks, in others after some months, and in one after 
two years and a half. This experience has led him to abandon silk- 
worm gut as a suture material, and he now uses chromicized catgut 
instead. The number of cases operated upon by this method is 
not given, nor the exact number of those in which suppuration fol- 
lowed. Two hernias are reported in wounds which were closed with 
the buried silkworm-gut suture, but no statement as to the per- 
centage of hernias is made. If no further evidence were available 
as to the value of silkworm gut as a buried suture in the closure of 
coeliotomy wounds, there would be good ground for abandoning 
it. My own experience, however, has been quite different from that 
reported. 

In May, 1892, I began the use of silkworm gut as a buried 
permanent suture in the closure of coeliotomy wounds after seeing 
it used by Dr. Edebohls, and have used it from that time until the 
present (October 21, 1896) in all cases in which it was unnecessary 
to employ abdominal drainage, excepting a small number of cases 
in which the condition of the patient made it advisable to close the 
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abdomen in the shortest possible period of time. During this period 
two hundred and ninety-seven coeliotomy wounds have been closed 
by this method, besides a considerable but unknown number of 
femoral and inguinal herniotomy wounds, and an additional number 
of Alexander operations. Of these cases suppuration occurred in 
seven, or 2.3 per cent. This percentage does not include the herni- 
otomy wounds or the Alexander operations, which would con- 
siderably reduce it, as in not one of these operations has suppura- 
tion occurred. In these cases, when suppuration involved the deep 
sutures, it was necessary to remove them, and, as a matter of fact, 
when suppuration does occur after this method of suture, the best 
policy is to separate the line of union in the skin throughout the 
suppurating tract, so that the sutures can be promptly taken out. 
Of the remaining two hundred and ninety cases, and also in the 
cases of herniotomy and of Alexander's operation, it is interesting to 
state that my experience is entirely different from that of Dr. Ede- 
bohls. So far as I know, in not a single case has a single stitch 
ever caused suppuration or been removed. Another interesting fact 
is that in only one of these coeliotomies have the sutures ever given 
rise to local irritation. In that case — a nurse who was a thin woman 
and who knew of the presence of the buried sutures — one of them 
gave rise to irritation, and I made preparations to cut down upon it 
in order to remove the supposed source of irritation. The patient 
demurred at this, and the stitch still remains, and has never since 
caused any irritation whatever. 

These results are so radically different from those reported by 
Dr. Edebohls as to throw doubt upon his explanation of his own 
results. It seems to me that the explanation of the suppuration 
in his cases is the same as that of suppuration in general — namely, 
that the wounds were infected. It is contrary to general experience 
that an aseptic foreign body when encapsulated in the tissues should 
give rise to suppuration. 

From the standpoint of the prevention of hernia the results have 
been extremely satisfactory. In one case in which suppuration 
occurred, and in which it was necessary to remove the deep sutures, 
a hernia eventually made its appearance. This patient was operated 
upon for tubercular pyosalpinx and tubercular peritonitis. As pri- 
mary union was not obtained in this case, and as the sutures were 
all removed, it is scarcely necessary to point out that it has only a 
relative bearing upon the value of the method in preventing hernia* 
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In a case of umbilical hernia, in a large and stout woman operated 
upon by this method, sound healing was obtained. About a year 
after the operation, during an attack of grip, as the result of violent 
fits of coughing, a new hernia appeared to one side of the line of 
union. In this case also the conditions were different from those 
which obtain in abdominal surgery in general. The sides of the 
hernial ring of an umbilical hernia do not come naturally in apposi- 
tion, and must be drawn together under more or less tension, and, 
as a rule, the same factors which cause umbilical hernia in the first 
place are more or less operative to favor its recurrence after opera- 
tion. These conditions are essentially different from those in cases 
in which the incision is made in a normal abdominal wall and im- 
mediately closed after operation. If we choose to exclude these 
cases as atypical, there have been no hernias in the typical cases 
operated upon by this method; and if, on the other hand, we do 
not exclude them, although considering them atypical, the propor- 
tion of hernias is less than one per cent. It seems to me unreason- 
able, however, to expect an absolute prevention of hernia in all 
cases. A small percentage of wounds will suppurate. Many opera- 
tions are done upon very stout patients having marked tension in the 
abdominal walls, and many more are done upon poor women whose 
circumstances are such that they must perform manual labor shortly 
after their operation. On account of these factors, which no technic 
can obviate, I think it reasonable to expect a definite though very 
small percentage of hernias. 

My experience with silkworm gut as a buried suture leads me 
to lay stress upon the following points in the use of it: The silk- 
worm gut should be carefully selected, and should be light in weight 
rather than heavy. A fine suture is more easily encapsulated than 
a coarse one, and in tying, the knot secured is much less bulky. The 
most important point in the technic is to secure absolute asepsis of 
everything coming in contact with the wound. This is the sine qua 
non of success, and any operator who is in the habit of having sup- 
puration follow ordinary clean operations should not make use of 
silkworm gut as a buried suture, as his results will surely be dis- 
appointing. The method which has been used for securing asepsis 
in the silkworm gut itself is to boil it for half an hour before each 
operation. If the bundle of sutures is not used up in one day, it is 
put away in a dry towel, and when again used is boiled as before. 
To secure the best results the abdominal incision should not be 
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made exactly in the middle line, but to one or the other side, so that 
the incision goes through one rectus muscle instead of through 
the linea alba. The sutures are passed by means of a needle and 
carrier. The needle is introduced at the level of the aponeurosis 
of the abdominal muscles, passes through this, through the rectus 
muscle and peritonaeum upon one side, and in a reverse way upon 
the opposite side of the wound. Three sutures to the inch should 
be used. In closing the incision the sutures should be tied snugly 
but not tightly. The ordinary square knot should be used instead of 
the surgeon's knot, and an additional tie should be made, and then 
the ends cut off as short as possible. Should the last tie become 
loose because the ends are cut off close, the same result is obtained 
as though a square knot were used and the ends cut off in the usual 
way. The knot secured in this way is compact, and becomes encap- 
sulated more easily than the knot with free ends of the usual length. 
The subcutaneous fat and skin may be closed either with inter- 
rupted silkworm-gut sutures, or preferably with aseptic catgut, 
in two or more layers, one or more of which should approximate 
the fatty tissues by a running suture, and another close the skin 
by means of the intracuticular stitch. Especial attention must be 
paid to arresting all bleeding points, as the success of the method 
depends upon obtaining primary union, which is greatly promoted 
by securing a dry wound. 

The method of closing the peritonaeum with a running catgut 
suture, closing the recti muscles with a second running suture, and 
then suturing the aponeurotic layer by means of mattress sutures 
of silkworm gut, has certain advantages. The peritoneal cavity is 
more quickly shut off, thereby lessening the chances of shock from 
exposure and handling of the bowels. The peritoneal surface of 
the wound probably is more nearly normal than when sutured by 
the single buried layer of silkworm gut. On the other hand, the 
method requires a longer time than that which has been detailed, 
and on this account I have used it but seldom. 

In conclusion, I wish to insist upon the great satisfaction which 
this method of closing the abdominal wound has given to myself, 
and more especially to my patients. The very small percentage of 
suppuration, the avoidance of the necessity for removing sutures, 
and the reduction of the occurrence of hernias to a minimum, are 
factors in one's work which can be properly appreciated only when 
experienced. 
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TRANSACTIONS OF THE PHILADELPHIA OBSTETRICAL 

SOCIETY. 

Stated Meeting, November 5, 1896. 

The President, E. E. Montgomery, M. D., in the Chair. 

The Treatment of Fibroid Tumors of the Uterus. 

By W. E. Ashton, M. D. 

(See page 27.) 

Discussion. 

Dr. G. Betton Massey: It seems to be a foregone conclusion 
when a Philadelphia surgeon presents a paper on the subject of the 
treatment of fibroid tumors that electricity should be totally con- 
demned. I suppose the origin of that condemnation is that un- 
fortunate characteristic of our fellow-citizens that made us all con- 
demn the trolley car, simply because it was an electrical method 
of propulsion. It was too dangerous for us. Some physicians in 
Philadelphia said it would not be safe to drive horses, that standing 
alongside the track at a house would be dangerous — that it was 
altogether to be condemned. They not only said it individually, 
but, together with other good citizens, they paid a lot of money to 
fight the granting of the franchise which has given us when granted 
the present method of getting around the city — a method of transit 
which has made it metropolitan for the first time. I notice that 
those gentlemen do not refrain from using these cars now that 
they are in use. I have not heard of a single instance of any one 
being killed by the current of these cars. This, of course, is not ex- 
actly germane to the question of electricity in fibroids, except as 
showing an animus in all discussions of electricity in either medi- 
cine or the arts in this city. It is worthy of note, because it is pecul- 
iar to the city. 

I have failed to hear any discussion of the whole treatment of 
fibroid tumors anywhere else on the part of surgeons where a 
proper and decent mention of the value of electricity was not made. 
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Now, as to the basis for the wholesale condemnation which is con- 
tained in the paragraphs of the paper, I would like to get the facts. 
I would like to know what cases, how many, and what proportion 
were under electrical treatment with bad results. I am quite sure 
that none of the experience that Dr. Ashton has obtained from 
fellow-practitioners has come to him from me, for my statistics of 
electrical treatment of fibroid are very gratifying. I recently looked 
them up, and I find that of seventy-five cases that had been under 
treatment, and whose present condition was ascertained after peri- 
ods varying from eight years to two years since the cessation of 
treatment, eighty-five per cent, showed practical successes; or, in 
other words, some sixty-four in number had been symptomatically 
cured and anatomically dissipated or reduced. In these women 
the tumor had been largely reduced in about one half, and in the 
other half moderately reduced in size; but all were unconscious of 
the fact that they had any fibroid tumor left. One exception was 
that of a very enormous growth which made the patient look as 
if she had a half-bushel measure under her dress, and having gone 
down very slowly under electrical treatment, I suggested operation 
as a relief of the deformity early after the cessation of treatment; 
but that case refused the operation, and to-day there is very little 
tumor left, after going through the later stages of the change of 
life. 

Dr. C. P. Noble: The paper of Dr. Ashton so well presents the 
present view of the proper treatment of fibroids that, in general, I 
think we must agree, that it is the correct one. There are some 
points in connection with the subject, however, I feel it might be 
well to touch on. 

I agree with Dr. Ashton that it is a safer operation to do supra- 
vaginal amputation of the uterus for fibroid rather than the total 
extirpation for the reason he gave — less danger of sepsis. The 
fact that men who have most employed total extirpation at the 
present time are inclining to do vaginal hysterectomies not only 
in small fibroid tumors, but also for inflammatory conditions of the 
appendages, proves that they have had results not satisfactory; 
whereas the men who have employed the operation of supravaginal 
amputation of the uterus still hold to that operation. I think that 
fact is a strong argument in favor of supravaginal amputation as 
against total hysterectomy. I would go a little further than Dr. 
Ashton on the question of myomectomy. I think more stress 
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should be laid upon it than was done in the paper. I believe it is 
wisest to operate early for fibroids in young women, so that we 
can remove the tumor and save the organs of generation. By 
operating early in many cases it is possible to do myomectomy, 
whereas later it is impossible. This applies to both abdominal and 
vaginal myomectomy. I have done vaginal myomectomy a number 
of times — perhaps a dozen — and the results have been extremely 
satisfactory. So much so that I know of no operation which has 
given me more satisfaction than vaginal myomectomy. It is quite 
easy by separating the vagina from the uterus or by splitting the 
uterus to get at the fibroid, whether inside the uterus or situated 
low down in the walls of the uterus either in front or behind. 

Dr. Ashton advises oophorectomy in quite a percentage of cases. 
My own experience has been small in this method of treating 
fibroids. I would not now do the operation except in very feeble 
patients. If the condition of the patient is satisfactory, the results 
of oophorectomy or hysterectomy are about the same; and it so 
greatly shortens convalescence of the patient to remove the tumor 
that I think it is desirable to do so unless the condition of the pa- 
tient forbids. 

I agree entirely with Dr. Ashton as to the question of the non- 
innocency (to coin a term) of fibroid tumors. Perhaps my experi- 
ence has been exceptional, but I have had quite a percentage of 
cases of sarcomatous degeneration of fibroids, and I have had quite 
a number of cases in which cancer of the cervix developed as a 
complication of fibroid tumors. I have had a larger number of sup- 
purations in fibroids, necrosis of the tumor, calcification of fibroids in 
old women and degenerative changes in fibroids in old women, so 
that I feel too much emphasis can not be laid upon the fact that a 
fibroid can not be regarded as a benign tumor, which, if it does 
not cause death from haemorrhage, will not trouble the patient in 
the future. My experience has been entirely the reverse. This is 
entirely separate and apart from the question of involvement of 
the uterine appendages. My own experience does not indicate that 
there is a large percentage of diseased tubes complicating. I have 
had a number of cases of pus tubes complicated with fibroids, but 
the percentage has not been large. There have been far more cases 
of malignant degeneration and necrosis than there have been pus 
tubes. 

One point mentioned by Dr. Ashton — the supposed danger of 
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removing fibroids if they are situated in the broad ligament. It is 
simply a question of technic; I have removed a number of fibroid 
tumors from this position and every patient recovered. If the 
technic is varied to suit the case, it is quite as safe to remove these 
uterine fibroids by hysterectomy as the others. The method em- 
ployed by Pryor and Kelly I have found very satisfactory; going 
down one broad ligament, cutting across cervix and up on the 
other side, renders the removal of fibroids just about as safe as the 
ordinary operation, and just about as simple. 

It is an extremely difficult question to decide when one should 
not operate on a fibroid tumor. I feel myself that all the women 
would be very much better if the fibroids were out, but, like my 
brother physicians, I frequently advise their having palliative treat- 
ment, although I always have some hesitancy in doing so. 

Dr. Stewart: I simply want to call attention to an omission 
of Dr. Ashton's. He left out the treatment of fibroids by chloride 
of ammonium, and I would like to ask whether he did it intention- 
ally or whether it was simply an oversight. I know of benefits 
being attributed to chloride of ammonium in the medicinal treat- 
ment of fibroids. 

Dr. G. Betton Massey: Of the seventy-five cases I referred 
to whose ultimate history hatfe become known to me, in twelve 
instances the tumor disappeared entirely. As I said before, eighty- 
five per cent, were practically cured and fifteen per cent, of the 
patients were made no better and no worse, there being only one 
instance of a patient being made worse in the whole list of eighty- 
six cases. I therefore certainly take exception to what was said 
about the bad effects of electricity either as a treatment for the 
symptomatic condition or as a treatment for the anatomic condi- 
tion. It is well known that the late Mr. Keith (the father of hys- 
terectomy) never went back on his statement that electricity should 
be tried always in these cases in preference to a bloody operation. 

I notice, too, that nothing was said in the paper about the dan- 
gers of hysterectomy. I have looked that thing up lately, and I 
find that Pozzi, whose work is strictly surgical, and who gives 
scarcely any attention to anything but surgical treatment of dis- 
eases of women, gives these figures: A mortality in the hands of 
some dozen or more of the best and most skillful operators in 
Europe of twenty-eight per cent, for the extraperitoneal method 
and twenty-five per cent, for the intraperitoneal method. What 
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does this mean? It means that of four women who probably are 
in good health, who merely have a lump of flesh attached to their 
uterus, of which some of them are unconscious — of four such 
women one would die as a result of this operation for removal; and 
when you bring it down to that it becomes very much indeed like 
a question of chance. And it is not necessarily the sickest woman 
that dies either, nor the one that suffered most. I recall the case 
of a woman who was forced on the table by the combined action 
of the family physician and the operator for a harmless fibroid of 
which she was the unconscious possessor, and who was carried 
away from the table to the ice-chest I do not wish to magnify 
these things, but to give them their place in the discussion of the 
treatment of fibroid tumors; they decidedly have their place in a 
discussion where the choice is expressed as to methods. 

Then what becomes of the other three women? Probably two 
will go through life with a worse tumor in front of them in the 
shape of a hiatus in the abdominal wall, giving rise to a hernia of 
the intestines, which forms a tumor in front of them far worse than 
the original tumor. They are all three devoid of their ovaries, and 
some have trouble with their bowels; many of them have painful 
conditions either of neurotic origin or traumatic origin. Exactly 
how many of these three have these conditions we have not been 
told. From my own observations of the after-conditions, I should 
say that a very large number of them so suffer. I reported in 
another room in this house recently some eight cases suffering 
from the painful after-effects of abdominal section that came under 
my care at the Howard Hospital, though not all were operated upon 
for fibroid tumors. 

I wish also to say some words about the symptomatic treat- 
ment of fibroid where electricity is surely without a peer, though 
in the anatomic treatment it may yield at times to the advisability 
of the use of the knife in large tumors. Nothing was said about 
the bad effects of ergot on the general health when taken for a 
long time. The value of this remedy is strictly limited to cases in 
which extrusion of the tumor through the os is possible. For 
ordinary bleeding fibroids ergot is inferior to electricity, which can 
be relied upon to effect a permanent cure of this symptom in every 
case treated. 

Dr. W. Easterly Ashton : Electricity is not a modern method 
by any means. I am not an enthusiast on the question of statistics 
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in any form. If operators have twenty-five per cent, mortality on 
the other side the ocean, as Dr. Massey would make us believe, I 
am sorry for them; if I had a mortality as high as that, I would 
have to close up my work. Such a percentage does not hold good 
in America, I am confident. I have no more personal liking for 
the knife than I have for electricity. What I am after are results. 
If I could cure these cases with electricity, I would use electricity. 
Results are good for my patients, and that is what I am after. The 
better results I get, the more patients will come to me; and, after 
all, a man who gets bad results in his work will not have any con- 
sultation work, and he will not be able to make a living. No man 
would be idiot enough to use a knife if electricity would cure his 
cases. I use the knife because I don't believe in electricity. The 
difference between the trolley car and electrolysis in fibroid tumors 
is this: When the trolley-car company started their cars running, 
we could ride on them, while the men who advocate electricity, and 
have ridden this hobby all their lives, fail to prove that these tumors 
can be cured by this means. In one there is no cure, while in the 
other case we can ride if we pay our fare. Any one with half an 
eye can see that one is a success and the other a failure. It is 
absurd to think for one instant that if the enthusiastic accounts 
given us concerning electricity in the treatment of fibroids is true 
there are not more surgeons taking it up. But it is of no use. 
That is the reason sensible men do not take it up. Therefore we 
resort to other methods. I agree with Dr. Noble in reference to 
supravaginal hysterectomy. I know one operator who claims to 
do the total operation in ten minutes. Yet it takes his assistants 
over an hour to complete the operation after he is through. Total 
hysterectomies are very bloody operations. 

In reference to myomectomies, I think I was not quite strong 
enough in advising this operation in a sufficient number of cases. 
I mentioned it in cases of pedunculated subperitoneal fibroids; I 
would not hesitate to use it in tumors with no pedicle. 

Dr. Noble is mistaken in reference to broad-ligament cysts; I, 
along with Dr. Kelly, have realized that the operation as devised 
by Dr. Pryor, of New York, is a most excellent way of removing 
ordinary broad-ligament cysts, going down one side and up the 
other. There are certain broad-ligament tumors, however, which 
not only involve the broad ligament laterally, but burrow upward 
under the peritonaeum, and are impossible to remove. I saw two 
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attempts in this city made to remove one of these growths. This 
was an experience I saw in the hands of a well-known operator. 
I believe every surgeon now and then will get hold of just such 
cases. Ordinarily, they are easily removed by Pryor's opera- 
tion. 

I have got but little result from the use of chloride of ammoni- 
um, and therefore no longer use it. 

Remarks on the Use of the Buried Permanent Suture in the Closure 
of the Incision in Abdominal Surgery. 

By Charles P. Noble, M. D. 

(See page 36.) 

Discussion. 

Dr. W. E. Ashton : I have listened with a great deal of interest 
to Dr. Noble's paper because it is a subject that interests us all 
as abdominal operators. I know of no post-operative condition 
that is more serious for the operator and also for the patient than 
ventral hernias. I do not believe any operator knows how many 
hernias he gets. If patients develop hernias, they do not go to the 
original operator, as a rule, but to other operators. They think the 
first operator must have treated them improperly. I have seen 
a large number of these post-operative hernias, cases which have 
been operated on by my colleagues, who think the first operators 
have done something wrong. It is impossible to talk about per- 
centages. I believe that Dr. Noble's plan of closing the abdominal 
wound is a most excellent one, and I believe that what he says 
as to his small percentage of hernias must be owing to his technic. 
I have had, however, one or two cases of hernia following opera- 
tions done by him, proving what I say about the difficulty of esti- 
mating percentage. I believe Dr. Noble's method will reduce the 
number of hernias considerably. Personally myself, I have not 
been able to get good results with buried sutures. I have tried 
them and given them up, and it has not been because I was not 
aseptic; not only was the suturing material rendered sterile, but it 
was thoroughly so, as I used a temperature of 245° R, which is cer- 
tainly better than 212 . Possibly I tied the sutures too tightly. I 
believe if the sutures are tied too tightly it is only a question of 
time before there is strangulation of the tissues, and within three 
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or four weeks you will find the abdominal wall becoming hard and 
an abscess form. I would like to see some of Dr. Noble's opera- 
tions, because I am interested in the subject I am now using the 
through-and-through suture. I have tried every other suture with- 
out success, and I would like to see Dr. Noble's method. 

Dr. John C. Da Costa: I congratulate Dr. Noble upon his 
results, but do not think he would have got such good statistics 
with reference to hernias could he have followed all his cases up. 
I feel with Dr. Ashton that where hernias occur the cases as a rule 
do not come back to the original operator, as cases of hernia drift 
to me in whom operations have been done by other gentlemen. 
Our greater success and our smaller number of hernias to-day is 
probably due to our greater knowledge and to our improved meth- 
ods of closing the abdomen, and I am glad to hear Dr. Noble speak 
so strongly in favor of more than one row of sutures. 

I have tried the various ways of suturing, and finally have set- 
tled down on a way that takes a little longer (perhaps five minutes 
more) than the usual mode. My own method is to close the peri- 
tonaeum first with catgut suture, with a running stitch. As soon 
as that is done I wipe the peritonaeum off with a sponge dipped 
in alcohol, and think a good deal of my success is probably due to 
that. I have a perfectly clean wound for the next row of sutures, 
embracing the aponeurosis and muscles not quite to the bottom, 
closing them, wiping out again with alcohol, and then taking silk- 
worm gut to close the skin and fat, letting it go through the apo- 
neurosis and the muscle also. 

Now, if we want firm union of the abdomen, we must get the 
aponeurosis nicely approximated. I think where hernias occur in 
a great many cases it is due to the fact that through-and-through 
suture of the tissues sometimes brings the muscle and apo- 
neurosis of one side above the muscle and aponeurosis of 
the other. A great deal of our success in these cases is due to the 
exact approximation of the two sides. I use fine catgut for. the 
peritonaeum, remembering some post-mortems Dr. Mears made 
several years ago upon cases that died within four hours after opera- 
tion, and he found in every case the peritonaeum was firmly united 
and had to be torn apart. Anything that will hold the peritonaeum 
together for more than four hours is enough. I have had very few 
sinuses, but remember some cases where sinuses followed opera- 
tion, generally in very fat women and in cases where we used gauze 
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sponges, and in every sinus I finally fished a shred of gauze out of 
the bottom of the sinus, and the wound then closed. The sinus was 
due to the fault of the sponge, and since that time I use nothing but 
marine sponges in wiping out the pelvis. 

Dr. Richard C. Norris: I am very much interested in this sub- 
ject, and I had some experience with the buried silkworm-gut 
sutures until I had trouble with one or two cases. The most impor- 
tant element is to obtain primary union of the fascia; we can not 
rely upon anything else to prevent hernia. Union of the muscle 
that we readily split with our fingers after we have made section of 
the fascia certainly will not prevent hernia. It is not reasonable to 
believe that silkworm gut buried in the fascia will prevent hernia 
simply because it is buried there indefinitely. If primary union of 
the fascia fails to occur, it seems to me probable that the silkworm 
gut will not stand the tension of abdominal strain, and that the 
suture will gradually tear through the tissues and will not prevent 
hernia. The question, then, to be determined is whether or not 
the buried silkworm gut will cause union of the fascia more 
promptly than any other kind of suture material. I am not ready 
to believe that it will. If we use any other material that will hold 
the edges of the wound approximated accurately, we have accom- 
plished as much as can be accomplished by any method to prevent 
a hernia. There are difficulties in the sterilization of catgut, but 
I have recently placed the very heavy strands of catgut in absolute 
alcohol, have sealed the jar hermetically, and have sterilized the 
gut by placing the jar repeatedly in a Sprague-Schuyler sterilizer, 
where the temperature is maintained at 240 F. for one hour. Alco- 
hol boils at 170 F., and in this apparatus the gut is boiled under 
pressure and subjected to high temperature. Bacteriological ex- 
aminations of gut thus prepared failed to give a culture growth. 
The strength of the catgut apparently is not impaired. 

I would like to hear the opinion of the other members of the 
Society as to whether or not buried silkworm-gut sutures will pre- 
vent hernia if primary union of the fascia does not occur. For my 
own part, I believe the tension will tease the suture through the 
tissues, and that ultimately it will pull through just the same as 
will occur with silver wire or any other suture. 

I remember asking Dr. Kelly whether he had trouble with 
buried silver wire which he uses. He said, " No, not if the wound 
is dry and there is no bleeding." I formerly used a continuous silk 
4 
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suture for the fascia, and closed the skin with the subcuticular 
stitch. When there was considerable oozing I learned to look for 
trouble, and frequently had to remove the silk placed in the fascia. 
For aseptic wounds I now employ catgut for the fascia and through- 
and-through sutures of silkworm gut, embracing all the tissues of 
the abdominal wall. I would like to know a real objection to using 
catgut to obtain primary union of the fascia by bringing it together 
accurately with either a running or quilted stitch, the tension of the 
wound being relieved by through-and-through silkworm-gut 
sutures. 

Dr. W. S. Stewart: I have no experience in buried-catgut 
suture, therefore I can not answer that query. I want to refer to a 
method which I learned from the late Dr. Garrettson in his opera- 
tions. He used compresses in the margin of the line of sutures to 
support his ligatures, and I took to that as being a very important 
thing in his face surepg^0j^iflpng^ti{jg entirely the line of his 
operations, so that iaQme the cicam^n^ould not be visible. It 
occurred to me thaft metJjodwould maker»W excellent support in 
abdominal work. i^se*ftfefcile$<ftM^prelses after I have my 
sutures put in. I tae nothing but silkwoft/ gut in the ordinary 
way, and, by putting cb^ /fffry j^ jfop ig&z lines of sutures, and 
% with long strips qi adhesive plaSWr OVer them, it will prevent the 
adhesive plaster from freshening up the cicatrix already formed. 
Having bridged over and added firm support to the line of contact 
by the opening that was made, the adhesive plaster can remain an 
indefinite time until the union of the parts has become so firm as to 
resist the dangers arising from coughing, lifting, or straining at 
stool. In one case I neglected to use this support, and the result 
was a rupture in the line of the incision. 

Dr. C. P. Noble: The first point raised by Dr. Ashton is that 
if the surgeon does not get good results the patient goes to another 
surgeon, and that therefore we can not give accurate statistics as to 
post-operative hernias in our practice. During the time that I have 
done these two hundred and ninety-seven abdominal operations I 
have done almost one third as many in which buried sutures were 
not employed. In these, five to ten per cent, of hernias developed, 
and I have had to operate on many of them myself. The same 
thing is true about the sutures coming out. The only member of 
our Society who has been called on to remove a suture was Dr. 
Hirst. That was a case of primary suppuration. The patient left 
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the hospital with a sinus. Dr. Hirst, not knowing I used buried 
sutures, thought that he had a pedicle ligature to deal with, and 
advised the patient to have her abdomen opened to have the offend- 
ing material removed. She came to me about that, and I was able to 
remove it with a forceps. So the operator who operates on these 
cases of hernia does hear about it. I am satisfied that while there 
may be some hernias in these cases, there have been a very small 
number. My observation upon the hernias and upon suppurations 
when the through-and-through suture is used is based on my own 
experience. There is from ten to fifteen per cent, of suppurations 
when the through-and-through suture is used, and somewhere about 
ten per cent, of hernias. 

Dr. Norris asks the question as to whether silkworm gut is the 
best suture material to use in obtaining accurate coaptation of the 
wound and primary union. I believe this is true. At the same 
time it does have certain other advantages: in the first place, it will 
not break. In all my work I have not had a case of eventration. We 
all know it happens to surgeons using other methods of suturing 
to have the abdominal wound open and the bowels come out one 
week or one day after operation. Almost every one who has used 
silver wire or catgut can recall such cases. One advantage is that 
for some weeks after the patient gets up the suture will take off 
the strain while firm union is taking place. Later, the suture be- 
comes loose because of tissue atrophy. It takes somewhere be- 
tween six weeks to two months for cicatrization. In poor people 
who have to earn their living silkworm gut is very useful as afford- 
ing this support until thorough healing has resulted, because many 
of these women must go to work early after operation. 

Silver wire is not superior to silkworm gut. It will break, and 
I have known cases in which it broke and the bowels came out or 
a strangulated hernia resulted. By paying great attention to the 
twisting and to turning down the ends of the suture, and using a 
large heavy wire, there is no doubt that the disadvantages of silver 
wire can be minimized. If I had to give up silkworm gut I would 
use silver wire. 

The next question is, Why not use catgut? I do not think we 
can rely on it to prevent eventration if infection takes place, or if 
it does not take place if there is much coughing or straining. If I 
used catgut at all, I should certainly chromicize it, and not use 
ordinary catgut. 
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Report of a Tubal Cyst simulating Appendicitis, with Presentation of 

the Specimen. 

Dr. E. E. Montgomery: After opening the cyst — the speci- 
men which I shall show you to-night — I am satisfied that I made 
a mistake in the title given to the Secretary, as the cyst, apparently, 
while closely connected with the tube, is not a part of it. The case, 
however, is of sufficient interest, I think, to be worthy of your con- 
sideration for a short time. 

The patient from whom it was removed presents the following 
history : Nineteen years of age, an orphan ; while at boarding school 
a year ago was confined to bed for ten days with an attack of severe 
pain in the right side, which was pronounced appendicitis. During 
the past year she has had ten of these attacks. I saw her in one 
on the 13th of the past month. She was then complaining of severe 
pain in the lower part of the abdomen, which required an anodyne. 

On examination, there was no special distention of the abdo- 
men, but quite marked hyperesthesia, more intense upon the right 
side, extending across the abdomen below the umbilicus. The ab- 
dominal walls were quite thick, and contained a large amount of fat; 
the muscles were pretty firm and resisting over the right side, and 
presented no tenderness upon the left side. Vaginal and rectal 
examination afforded no special information, excepting the uterus 
seemed to be long and more nearly in the axis of the vagina than 
normal. 

On inquiry, I found that the patient had been examined by 
some six physicians, all of whom had advised against operation. 
She informed me she had been given a prescription for morphine 
granules, and directed to take one whenever she had pain. As these 
attacks had occurred so frequently during the year, and she had 
no one in particular to restrain her in the use of the morphine, it 
was quite reasonable to expect that pain would frequently occur as 
an excuse for its use. The patient showed that she was becoming 
a slave to the drug, and examination under an anaesthetic was made 
the following day. 

While there was a fullness recognized in the right side, it was 
not determined whether or not it was due to a distention of the 
caecum. The recurring attacks, the fact that the patient was be- 
coming a slave to the use of morphine, led me to advise an opera- 
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tion, although the character of the symptoms presented and the 
history of the attacks did not lead me to believe there was any sup- 
puration or anything more than 'a catarrhal appendicitis. An in- 
cision was made over the right side, and, as it was expected, the 
fat and muscle wall was quite thick. Upon opening the perito- 
naeum, a mass the size of an orange, dark in color, surrounded by 
some free blood and serum, was found above the brim of the pelvis 
in the right iliac fossa. The incision was enlarged sufficiently to 
permit its being raised up, when it was found that its pedicle was 
twisted four times. The examination disclosed that this pedicle 
principally consisted of the extremity of the right Fallopian tube 
beyond the ovary. The right ovary was free from any special dis- 
ease. The pedicle was ligated and the tumor removed. 

The colon was then examined, and it was found that the appen- 
dix was situated beneath the peritonaeum, curling around the end 
of the caecum. It was somewhat enlarged, and, believing from its 
situation that it at times became filled with gas or faeces, giving rise 
to discomfort, the peritonaeum was opened, appendix dissected up, 
cut flush with the bowel, then sutured, and peritonaeum stitched 
over it. The wound was closed with three silkworm-gut sutures, 
in addition to a double row of buried catgut. 

On examination, this cyst presented the appearance of having 
undergone strangulation ; it was black, its vessels distended, and the 
tube filled with clotted blood, a clot at the end of the longer fimbria. 
The tube with its fimbria passed around the cyst. The cyst wall 
was extremely thin, and apparently in one place was about ready 
to rupture. Enveloped as the cyst was with the tube and its fim- 
bria, it was at first supposed to be a tubal cyst or hydrosalpinx, 
although it was difficult to understand how a hydrosalpinx should 
exist only in the external end without involvement of the inner 
two inches of the tube. 

The history of the case and the general condition precluded the 
possibility of the condition being an ectopic gestation. It was 
difficult also to establish a hypothesis which would enable us to 
account for the existence of hydrosalpinx. Upon opening the sac, 
it was found to be filled with bloody serum, and the sac wall was 
evidently independent of the tube. Evidently, then, it was a broad- 
ligament cyst, which, as it increased in size, has drawn out the 
proximal end of the right tube until the size of the tumor has led 
to formation of a small pedicle consisting of the peritonaeum and 
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the tube. It is probable the attacks of pain have been due to tem- 
porary obstruction of the circulation from twisting of this pedicle. 
I can not believe that the extreme twisting found at the time the 
operation was done had existed longer than a few days prior to the 
operation, as the circulation was completely cut off, and yet there 
did not exist any sign of localized peritonitis, and there were no 
adhesions. 

Discussion. 

Dr. Richard C. Norris: I should like to report a case analo- 
gous to the one just described. I saw with my friend, Dr. Foltz, 
at Chestnut Hill, a patient, unmarried, who gave a history very 
much like Dr. Montgomery's patient. She had had several attacks 
of pain located in the right iliac region, and had been treated with 
salines to relieve pain, and there was a question of doubt in my 
mind as to the diagnosis. 

I examined the patient very carefully, and found that the uterus 
was deflected toward the left side; the base of the right broad liga- 
ment seemed to be drawn up toward the region of the appendix, 
and a probable diagnosis of appendicitis was made in view of the 
history, although it was thought at the time that there might be 
an intercurrent inflammation of a broad-ligament cyst. The pa- 
tient was prepared for an operation for appendicitis. When she 
was under ether the relaxation of the abdominal muscles and the 
absence of pain permitted careful palpation, which induced me to 
make a median incision. I found an intraligamentary cyst which 
had been raised out of the pelvis, and which was adherent to the 
head of the caecum and attached to the appendix. The appendix 
itself was not apparently diseased beyond this adhesion. The cyst 
had no pedicle. I ligated the ovarian artery close to the pelvic wall, 
and began an enucleation of the cyst. While this was proceeding, 
I realized the proximity of the ureter to the base of the tumor, and, 
proceeding with great care, the tumor was finally enucleated and 
the two edges of the broad ligament were whipped together. 

The patient was put to bed, and for ten days had no trouble. 
I was then called to see her, and found the unfortunate condition 
of beginning leakage of urine through the lower angle of the 
wound. Evidently the ureter had been injured, and a uretero- 
abdominal fistula was the result. Talking to some of my friends, 
I found they had had similar experiences. I would like to know 
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how such an accident could be avoided. The ureter doubtless was 
slightly injured at the time of enucleation, and this injury was fol- 
lowed by ultimate destruction of a portion of the wall of the ureter, 
and finally caused a fistula, I had the patient transferred to the 
Methodist Hospital to attempt to implant the ureter in the bladder, 
but just on the eve of the operation the patient declined it and 
passed from my care. How can we know whether or not we have 
made a slight injury to the outer coat of the ureter that will 
lead to this unfortunate result? This case was very interesting 
from a diagnostic point of view. It proved to be an intraligamen- 
tary cyst which was adherent to the head of the caecum and also 
to the appendix, and on account of the repeated attacks of inflam- 
mation simulated appendicitis. It was a very thin-walled cyst, con- 
taining a clear fluid. 

Dr. G. Betton Massey: I understood the late Dr. Goodell to 
say that in cysts of that nature he frequently ruptured them, and that 
they did not return. 

Dr. C. P. Noble: I think Dr. Norris' question is easier to ask 
than to answer. I see no means by which one could recognize a 
slight wound to the ureter deep in the broad ligament. I think 
we have to find out about it by waiting for a fistula. As to rupture 
of broad-ligament cysts, of course that was a form of treatment 
advocated for the ordinary parovarian cyst. I have had a number of 
cases of parovarian tumors under my care, having had spontaneous 
rupture with subsequent refilling. The largest tumor I ever saw 
(two washtubs full) was one which had ruptured several times, and 
each time the woman would pass urine by the quart and have watery 
diarrhoea for days after the disappearance of the tumor. The case 
was operated on by the late Dr. Ellwood Wilson. I have myself 
twice cut into broad-ligament cysts from the vagina and packed 
with gauze. I am sorry to say that one I had to take out subse- 
quently, and the other will require the same treatment. 

Dr. Montgomery's case, I think, is of interest especially from 
the standpoint of diagnosis. 

Dr. Montgomery: The discussion has wandered a little from 
the presentation of the specimen I have given. In regard to this 
particular case, it was about a rupture, but fortunately the opera- 
tion was done before this took place, as strangulation of the cyst 
had occurred to such a degree that the portion beyond the twist 
was practically dead. If rupture had occurred, it would have been 
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followed by inflammation and a dead mass in the peritoneal cavity 
to take care of. I have seen a number of cases of broad-ligament 
cyst. In one I attempted the removal of the cyst, and was deterred 
by urine running over its top and extensive adhesions, which ren- 
dered difficult removal. In this case the cavity was packed with 
iodoform gauze with the hope that the cyst would be obliterated. 
A few months later I found the cyst larger than before, and I then 
suggested an opening through the vagina; but, knowing the ureter 
would not be affected by that procedure, the patient would not con- 
sent. Dr. Stewart will remember a case in which I operated at St. 
Joseph's Hospital, where we peeled out a large-sized tumor without 
opening the peritoneal cavity. It was a case in which the perito- 
naeum covering the cyst had become adherent to the parietal peri- 
tonaeum, and both layers were cut through. The sac peeled out 
without having to use a ligature except for a small surface at the 
base of the denudation. This patient had been tapped seven times 
prior to the radical operation. In regard to the ureter in such cases, 
when it is evident the position is such that the ureter is likely to be 
affected, it would be better to open the peritonaeum above, follow 
down the ureter, and dissect it away from the sac. In such cases we 
would probably be able to remove the sac with less danger to the 
ureter; but even then the adhesions between the ureter and the sac 
may be so dense as to produce injury of the former. 

Official Transactions. Frank W. Talley, Secretary. 
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ECTROPION OF THE CERVIX IN NULLIPARA RESEM- 
BLING LACERATION OF THE CERVIX.* 

By Charles P. Noble, M.D. 

Surgeon-in-Chief Kensington Hospital for Women, Philadelphia. 

The diagnosis of laceration of the cervix carries with it the pre- 
sumption of an antecedent pregnancy unless it can be definitely 
shown that the cervix has been torn by operative treatment ; hence, 
it is of medico-legal importance to render the diagnosis of this 
condition as exact as possible, and at the same time to recognize 
all possible sources of error arising from other conditions which 
simulate a laceration. It is because of their medico-legal impor- 
tance that the following cases are reported : 

Miss X., aged thirty-five, consulted me in June, 1895, and pre- 
sented a letter from her family physician describing her symptoms, 
which were largely nervous in character, and stating that he 
thought they were due to a small tumor growing in the anterior 
wall of the cervix and projecting into the external os uteri. On 
examination a patulous os uteri was felt, and to the touch there 
was apparently a moderate laceration of the cervix. On inspection 
it was found that a well-marked ectropion was present, simulating 
a laceration of the cervix, and that the mass attached to the ante- 
rior wall of the cervix, which projected into the os uteri, consisted 
in a much hypertrophied anterior column of the arbor vitae. A 
careful examination satisfied me that the cervix was not lacerated 
although the appearances were very suggestive, and a superficial 
examination might readily have led to an erroneous diagnosis. 
The uterus was dilated and curetted, and the cervix was ampu- 
tated, care being taken to excise the redundant tissues of the ante- 
rior column. The parts were restored practically to their normal 
condition, and with great benefit to the health of the patient. This 
patient was interrogaated as to the possibility of a previous concep- 
tion and stated that she was a virgin, which statement I have no 
reason to question. 

Miss Z., aged nineteen, consulted me in December, 1895, for 
the cure of obstinate dysmenorrhea. Upon examination by touch 

♦Read. For Discussion, see page 67. 
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a patulous external os uteri was found with apparently a bilateral 
laceration of the cervix. Upon inspection a well-marked ectropion 
of the cervix was seen to exist, and the appearances, were highly 
suggestive of a laceration of the cervix. No scar tissue, however, 
could be seen in the angles, and after a careful examination I be- 
came satisfied that the condition was one of ectropion and not of 
laceration. Both the anterior and posterior columns of the arbor 
vitae were greatly hypertrophied, and projected into the external os 
uteri. Either column was large enough to fill up the external os, 
hence they were crowded alongside of each other, giving the ex- 
ternal os an irregular outline, instead of the usual transverse slit, 
as shown in the accompanying illustration, which was obtained 
from photographs made for me by Dr. W. D. Robinson. The 
uterus was dilated and curetted and the cervix amputated, restor- 
ing the parts to approximately their normal condition. The opera- 
tion was followed by relief of the dysmenorrhoea and restoration of 
the patient to health. 

The tissues removed by amputation in this case were sent to 
Dr. Thomas S. Cullen, of the Johns Hopkins Hospital, who made 
the following report : 

"The specimen consists of the lower portion of the cervix. The 
tissue is 3 X 2.5 cm., and averages 1 cm. in thickness. 

"Examination of the alcoholic specimen. — The everted cervical 
mucosa, with its delicate folds, is everywhere visible. In the centre 
is the slit-like opening of the cervix, 1 cm. in breadth. Surround- 
ing the margin of the specimen is a small zone of the vaginal por- 
tion of the cervix. Which is the anterior and which the posterior is 
impossible to say. The cervix is, however, divided into four seg- 
ments, which are nearly uniform in size. This division is caused 
by four shallow clefts commencing in the cervical canal and ex- 
tending outward nearly to the vaginal portion of the cervix. 
[Caused by the hypertrophied anterior and posterior columns.] It 
looks as if there were simple eversion of the cervical mucosa. 

"Histological examination. — A section extending from the vagi- 
nal portion of the cervix on one side through to the vaginal por- 
tion of the opposite side shows that the squamous epithelium of 
the vaginal portion is intact. Whether the epithelium covering 
the everted cervical portion has been cylindrical or flat it is impos- 
sible to say, the alcohol having so contracted the superficial por- 
tions. The cervical glands are seen opening on the surface, and 
also are abundant in the depth of the stroma. On examining the 
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stroma of the cervix no evidence of a scar can be made out. Sec- 
tions made in various directions give like results. 

"Diagnosis. — Eversion of the normal cervical mucosa." 

It is unfortunate that the tissues removed by amputation in the 
first case were not examined also, as then microscopical as well as 
clinical evidence of the real nature of the condition would be at 
hand. Numerous cases of granular erosions of the cervix and not 
a small number of slight ectropion of the cervix in nulliparous pa- 
tients have come under my observation, but the two cases reported 
above are the only ones in which the conditions were such as to 
make a diagnosis of laceration of the cervix a probable one. Dr. 
Cullen's report assists in substantiating the diagnosis of ectropion 
as against laceration, but unfortunately throws no light upon the 
cause of the ectropion, as the report indicates that the tissues were 
practically normal. Clinically the conditions were far from normal, 
and resulted in breaking down the health of the patient, who was 
rendered unable to perform her usual duties. Further evidence 
of the abnormality of the condition consists in the fact that her 
health was restored when these tissues were removed by operation. 

The question of possible pregnancy was investigated in this 
case also, and I am satisfied that this patient like the first was a 
nullipara. 

Ectropion of the cervix has been recognized as a separate con- 
dition since Roser described it as "inflammatory ectropion," to- 
gether with what he called "cicatricial ectropion," and which is 
now recognized as laceration of the cervix {Archiv fur Heilkunde, 
II. lahrgang, Heft 76, No. 298, Leipzig, (). Weigand). A moder- 
ately thorough search of the literature shows only two references, 
however, to the possibility of confounding the two conditions in 
diagnosis to be found in the literature. The two articles which 
have the most direct bearing on the subject are one by Fischel 
upon the morphology of the cervix uteri, quoted by Penrose 
(Archiv. f. Gynakologie, 1880, Bd. xvi., S. 192) and one by Penrose 
entitled "Congenital Erosion and Split of the Cervix Uteri" (Amcr. 
lour. Med. Sciences, May, 1896). Fischel calls attention to the 
fact that a congenital malformation of the cervix may resemble a 
laceration. 

"I am now able," he says, "to show a photographic representa- 
tion of the cervix of a newborn infant which presents an inferior 
degree of this condition. Th separation of the lips, does not ex- 
tend all the way to the vaginal junction, but concerns only the 
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two-fifths of the lateral corners. Nevertheless, the two lips, de- 
prived of their commissures, gape open, the crest of one being 
9 mm. from that of the other, exposing the cervical surface of both 
lips for a distance of 5-6 mm. JThis case shows that a peripheral 
notching of the cervix is not always a sign of a previous labor, but 
may represent a condition of the cervix in pregnant women whom 
we were forced to consider primiparae not only through their own 
statements, but also from the condition of the external genitalia. 
This case is of great forensic importance, in that the proof of a 
former labor can no longer be claimed for such a condition of the 
cervix." 

This is a distinct recognition of the possibility of some other 
cause than a laceration in labor or by instrumental means giving 
rise to a condition simulating laceration of the cervix, and also of 
the forensic importance of this fact. Fischel, however, was deal- 
ing with congenital conditions found by examining the bodies of 
young infants. 

Penrose reports the case of a virgin in which the cervix was 
mushroom-shaped, the face of it being round and about one and 
a half inches in diameter. The external os was transverse and one- 
third of an inch broad. Upon the face of the cervix were several 
scattered patches of erosion. The cervix was amputated and ex- 
amined microscopically, with the following result : 

"The cervix was covered with squamous epithelium, except on 
the small patches of erosion, where cylindrical epithelium was 
present. Racemose glands (like the normal glands of the cervical 
canal) opened all over the face of the vaginal cervix, in front, be- 
hind, and to the sides of the external os. They were found as far 
as one-half to three-quarters of an inch from the external os. These 
glands opened on the vaginal aspect of the cervix, where it was 
covered with squamous epithelium, and this epithelium extended 
to the ducts of the glands, which were lined with cylindrical epithe- 
lium. The vaginal cervix was, in fact, a glandular structure." 

Penrose considers that this condition was congenital in origin 
and due to the development upon the vaginal aspect of the cervix 
of those structures which are normally confined to the cervical 
canal. 

I have myself seen not a small number of cases similar to that 
described by Penrose and illustrated in his article, and have likened 
the shape of the cervix in such cases to that of a "pig's snout," 
the peculiar rim or border which runs around the vaginal cervix 
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being quite similar to the shape of the snout of a pig, and of course 
somewhat similar to that of a mushroom. Cervices having this 
peculiar contour are usually found in patients having an imperfect 
development of the sexual organs, and, as a rule, instead of having 
a "split" of the cervix suggestive of a laceration, they have a very 
narrow os uteri — the so-called "pinhole" os. Erosions are quite 
common in such cases. 

The etiology of the ectropion in the cases which I have reported 
is obscure. The condition may have been congenital in origin, but 
there is no evidence of this fact. In both cases there was well- 
marked pelvic congestion, and both patients had been overworked, 
so that a possible explanation is that pelvic congestion caused a 
simple hypertrophy of the mucous membrane of the cervical canal, 
followed by ectropion. My object in reporting these cases, how- 
ever, is not to theorize concerning the etiology of the condition of 
ectropion in nulliparae, but to insist upon its medico-legal im- 
portance. 

1637 North Broad Street. 



WHEN SHALL WE USE THE FORCEPS ?* 

By William E. Parke, M.D. 

I shall endeavor in this brief article to formulate some rules 
respecting the use of the forceps in ordinary obstetric work with- 
out entering at all into the discussion of disputed questions con- 
cerning their use, such as the choice between forceps, version, and 
symphysiotomy. There is undoubtedly a wide difference in the 
practice of different physicians in regard to the time and frequency 
with which the forceps are used. Some resort to them early and 
often, while others delay their use until an exhausted patient warns 
them that something must be done to terminate labor. I recall as 
a student the frequency in our clinical instruction with which a 
lacerated birth canal was charged to the hasty use of the forceps; 
so that as a recent graduate I felt that the forceps was a formidable 
and dangerous instrument, and that it should not be used except 
as a last resort and in rare instances. 

* Read. For Discussion, see page 67. 
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I shall assume in these remarks that the operator is competent, 
and that no positive contra-indication to the use of the forceps is 
present. In order to determine when the forceps may properly be 
used, it is important to consider the course of a normal labor, and 
the ill consequences of a too rapid as well as a too slow delivery, 
that there is a great difference in the length of practically normal 
labors is a fact painfully familiar to the obstetrician. It may be 
stated in a general way, however, that the duration of labor in 
primiparae is considerably longer than in multipara, and that the 
first stage of labor is much longer than the second. Playfair 
states that the first stage is to the second as four or five to one, 
and Penrose that the first stage is five-sixths and the second stage 
one-eighth of the labor. This relationship, however, is constantly 
altered. A long first stage may be followed by a short second 
stage, and znee versa. Spiegelberg's figures, in 506 cases quoted 
by Dickinson in "An American Text-Book of Obstetrics," are as 
follows : 

Duration of labor in primiparae, dilatation stage. 15 hours. 

Expulsion stage 2 " 

Duration of labor in multipara, dilatation stage.. 8 " 

Expulsion stage 1 " 

I have found, in looking over the record of 1,200 cases of natural 
labor in the Philadelphia Lying-in Charity, of which 792 were 
primiparae and 408 multipara, that the average duration of labor 
in primiparae for the first stage was thirteen hours and nine min- 
utes, and of the second one hour and forty-nine minutes, while for 
multipara the duration of labor for the first stage was eight hours 
and forty-eight minutes, and for the second stage one hour and 
fifteen minutes. These figures, compared with those of Spiegel- 
berg, show a slight decrease in the duration of labor in primiparae 
and a slight increase in that of multipara. I noted also in these 
cases, without having kept a precise record of them, that the peri- 
naeum was torn in a great majority of cases, in which the second 
stage of labor was considerably longer than the average, thus 
pointing to the fact that a prolonged second stage does not pre- 
vent the perinaeum from being torn. It is, indeed, more liable to 
tear on account of the oedema which occurs in a prolonged expul- 
sion stage. During the first stage of labor, so long as the bag of 
waters remains unruptured, the indication for interference is nat- 
urally long delayed, or does not o'ecur at all ; and if necessary is to 
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be determined by the condition of the mother. If the pains are so 
severe and prolonged as to interfere with the rest and nourishment 
of the patient, and the os does not dilate nor the bag of waters rup- 
ture, anodynes are indicated. If, however, the waters have es- 
caped and no progress is made and the mother is becoming ex- 
hausted, or the child's pulsations grow very rapid or slow and 
weak, it is proper to dilate the os sufficiently to admit the forceps 
and apply them. The time when this should be done is not to be 
specified in hours, but is to be determined by the condition of the 
mother and child. Owing to the injury which may result to the 
cervix, and even to the uterus, their use should be delayed until 
an increasing pulse or temperature or nervous exhaustion demands 
early relief. In addition to this, it. is proper to apply the forceps 
during the first stage of labor for accidents, notably in certain cases 
of convulsions, placentae praeviae and prolapse of the cord, at what- 
ever time these complications may arise. 

It is at the end of the first stage and during the second stage 
that the forceps are of the greatest utility. When the os has be- 
come fully dilated labor progresses promptly in the normal course 
of events. The bag of waters breaks, and the presenting part ad- 
vances through the soft parts with a greater or less rapidity, deter- 
mined by the rigidity of the parts, the relation between the passage 
and passenger, and the force of contraction. We have seen above 
that the average duration of the expulsion stage in primiparae is 
about two hours, and in multipara is about one hour. When, 
therefore, labor is delayed beyond these limits, we must learn the 
reason for it, and consider the evil consequences of delay. This 
question concerns both mother and child. A protracted labor tires 
out the mother, a prolonged second stage being especially in- 
jurious to both mother and child. In this stage each pain is at- 
tended by voluntary efforts on the part of the mother. These 
prolonged and oft-repeated bring about anxiety and exhaustion of 
the mother and favor post-partum haemorrhage from fatigue of the 
uterine muscle. Then there are the ill consequences due to 
pressure of the head upon the soft tissues of the mother. These 
are : Pain, both local and extending along the course of the nerves. 
CEdcnia of the soft parts below the point of pressure, thus reduc- 
ing the vitality of the tissues, and favoring laceration and infection. 
Paralysis, due not only to the immediate effects of pressure, but 
also to a subsequent neuritis. Sloughing, with the distressing 
sequel of vesico-vaginal or recto-vaginal fistula. 
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The injuries to the child resulting from pressure vary, of 
course, with the length of the time and the degree of pressure. 
They may be trifling, as extensive caput succedanceum and slight 
asphyxia, or grave, as intra cranial haemorrhage , resulting in death, 
or subsequent failure of physical or intellectual development, and 
fatal asphyxia from separation of the placenta before the birth of 
the child. 

What advantages are to be gained by mother or child in a pro- 
tracted labor? As for the child, the sooner it is delivered the bet- 
ter ; nothing is to be gained by waiting, although an average amount 
of delay does it no material injury. The mother, on the other 
hand, must have the birth canal dilated sufficiently to admit of the 
passage of the child. This process requires time, in order that 
the soft parts may yield to the advancing head without lacerating. 
A too rapid delivery may be followed by a tear of the birth canal, 
while too slow a one is liable to result in the injuries detailed 
above to both mother and child. Broadly speaking, it may be 
affirmed that (1) when the os is fully dilated, all delay beyond the 
average time for delivery is attended with increasing danger both 
to mother and child, and (2) whenever labor is delayed be- 
yond the average time, and is at the same time possible in the 
natural way, it is because of the lack of propelling force — in the 
one instance an insufficient force to overcome normal resistance, 
and in the other an insufficient force to overcome abnormal re- 
sistance. The first has been called inertia uteri, and is the 
cause of the majority of all cases of delayed labor. Under these 
circumstances the pelvis may be roomy, the head of the child not 
unduly compressed, and the mother showing no marked signs of 
fatigue, so that to do nothing in the matter would not be culpable. 
Yet why should the anxiety of the mother be prolonged when we 
have means at hand to curtail it? The forceps may be used to in- 
duce uterine action — for they act as a stimulant by their mere pres- 
ence — and to supply simply the force needed to overcome normal 
resistance, and thus terminate labor in an average period of time, 
and not for the purpose of bringing about a hasty delivery. When, 
therefore, the dilatation stage is complete, and the head makes no 
material advance in one-half hour, though there exists no dispro- 
portion between the child and the passage, it is proper to employ 
the forceps. 

When, however, there exists a somewhat contracted birth canal 
or a slightly enlarged head, a distinct advantage is to be gained 
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by waiting a certain time for the moulding of the head to occur. 
The first evidence of subsiding pains or increase of temperature or 
pulse indicate the use of the forceps, and their use should rarely 
be deferred beyond two hours if the head ceases to advance. In 
such cases it should be noted whether the head recedes after a pain, 
bcause when it remains stationary for a considerable time slough- 
ing from pressure will result. If, then, the head neither ad- 
vances with a pain nor recedes after it, the forceps cannot be ap- 
plied too soon. 

It is recognized that the rule of treating each case upon its own 
merits nowhere finds better application than in obstetrical work, 
and also that no single rule can be laid down to apply to all cases. 
It is, on the other hand, desirable to have some general rules for 
our guidance in this work, and the ones I have suggested seem to 
me suitable for a working basis. 

Summary : 

1. The indication for the use of the forceps rarely or never arises 
during the first stage of labor, before the membranes have been 
ruptured. 

2. It may be necessary to employ the forceps during the first 
stage, when the waters have escaped, on account of the increasing 
exhaustion of mother or child. 

3. It is proper to apply the forceps during the first stage of labor 
for accidents, whenever they may arise, notably in certain cases of 
convulsions, placentae praeviae, and prolapse of the cord. 

4. In the second stage it is proper to apply the forceps one-half 
hour after the head ceases to advance, when there is no dispropor- 
tion between the passage and passenger. 

5. When, however, there is a tight fit between the child and the 
birth canal, the use of the forceps may be delayed. This delay 
should rarely exceed two hours after the head ceases to advance. 

6. If the head is engaged, and neither advances with a pain nor 
recedes after the pain, the forceps should be applied promptly. 

1709 North Seventeenth Street. 
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TRANSACTIONS OF THE PHILADELPHIA OBSTETRI- 
CAL SOCIETY. 

Stated Meeting, December 3, 1896. 

E. E. Montgomery, M.D., in the Chair. 

Ectropion of the Cervix in Nulliparce Resembling Laceration of the 

Cervix. 

By Charles P. Noble, M.D. 

(See page 57.) 

Discussion. 

Dr. C. P. Noble : I should like to ask Dr. Montgomery if he 
has met with similar cases. 

Dr. E. E. Montgomery : I have not seen such cases in the un- 
married. I have seen nulliparous women who denied having been 
pregnant in whom there was a wide open os, erosion of the mucous 
membrane of the cervix, with evidence of remains of glandular 
tissue over the whole lower end of the cervix. If these patients 
had given a history of pregnancy I would have supposed lacera- 
tion had occurred. I have no reason to doubt the history given, 
and do not believe they had been pregnant. The condition was 
either a congenital one or the result of inflammatory trouble. 

When shall we Use the Forceps? 

By William E. Parke, M.D. 

(See page 62.) 

Discussion. 

Dr. G. M. Boyd : Dr. Parke's paper, I think, is one of a great 
deal of interest, and as I feel I agree with him in almost all that he 
says, I have but few remarks to make. It is of interest because it 
brings before us for discussion an operation which we may all be 
called upon at times to perform, even those not devoting much of 
their time to obstetric work. It is an operation the gravity of 
which depends upon our knowledge of the case in question. From 
the title of the paper I did not know whether the essayist referred 
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to the time during labor which the forceps should be applied or 
did he mean to discuss the conditions upon the part of the mother 
or upon the part of the foetal ovoid demanding operation, from 
his remarks I infer that it is the time when the operation should be 
performed that is only under discussion. Every obstetrical case 
is a problem the solution of which depends upon very careful 
study of the case. To determine then the time during labor that 
the forceps are needed, we must study our patient's condition and 
the condition of the unborn child, and I would lay stress here 
upon the importance of studying every case during gestation, as 
to the physical condition present, and to study not later than the 
two hundred and fiftieth day the shape and size of the pelvis and 
the position and size of the foetal ovoid. The knowledge gained 
by carefully practicing pelvimetry is considerable and obstetrical 
palpitation will often enable us to anticipate some of the graver 
obstetric operations. It seems to me that in selecting the time to 
perform the forceps operation we must study each case individually, 
and the time will depend very greatly in each case upon the study 
of that case; we cannot fix upon any definite time. We find, I 
think, that errors are made in the forceps operation, the operation 
is performed too early, or the operation performed too late through 
the neglect of careful study of the case, and it is a little surprising 
sometimes the lack of attention that is given to the study of the 
foetal heart. It is simply impossible to determine when to perform 
the forceps operation without a careful study of the foetal heart, 
and at times we find that the operator is not always positive that the 
cephalic end of the ovoid presents. The forceps operation is one 
we are called upon to perform often in an emergency, not having 
sufficient time to prepare for the operation. The physician has 
been long in attendance upon his case, and finally decides that 
there is some operative interference necessary. He becomes dis- 
turbed and fails to exercise that calm judgment that he would in- 
conducting other cases, and performs the operation possibly too 
early or possibly delays the operation, or, again, performs the for- 
ceps operation in a pelvis which contra-indicates it, the measure- 
ment of the true conjugate being very much contracted. The for- 
ceps operation is very greatly performed, in my own opinion, in 
the interests of the child, and in regard to the time for performing 
the operation, it seems to me it must all be based upon what I 
have said of the careful study of each case. The conditions de- 
manding it are of course innumerable ; however, that portion of 
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the subject I do not feel is included in the discussion. The author 
mentions inertia as being a frequent indication for the forceps. In 
my experience it has not been a very frequent indication for the 
forceps operation. I have felt that there has been some difficulty 
in the mathematical problem ; there is some obstruction, some dis- 
proportion between the birth canal and the child, and some of the 
cases that some might have considered as cases of inertia have 
seemed to me to be cases of dystocia. 

Dr. Charles P. Noble: Like Dr. Boyd, I must say that the 
character of the paper almost precludes a discussion, because the 
propositions laid down are so sound that one must agree, and that 
cuts off discussion very much. 

As to the use of forceps during the first stage, in line with what 
Dr. Boyd has said, I feel it is very important if the cervix does not 
dilate and the head does not come down, that the cases should be 
carefully studied to find out the reason why. I am quite in accord 
with Dr. Boyd that in many of these cases, whether delay is In 
the first or second stage, it is more a question of disproportion 
than of lade of expulsive force upon the part of the uterus. I 
think there is no more important rule in obstetrics than if labor is 
delayed, that the case should be carefully studied, to see whether 
there is some disproportion between the size of the child and the 
size of the pelvis. 

We were taught, in Philadelphia, under the lead of Albert H. 
Smith, who was a strong man in his day, that the cause of delay 
in perhaps a large proportion of cases of labor was that the head 
was not well flexed. I think that is a very pernicious teaching. 
The reason why the head is not well flexed in many cases of labor 
is because it is very much more advantageous to come down some- 
what flexed. In case of slight flattening of the pelvis, the natural 
mechanism is for the head to come down with the occiput to one 
ileum, and the sinciput to the other, and to come down in a condition 
of semi-flexion instead of flexion. I think that old teaching should 
be revised if still in vogue. If the head does not come down flexed 
the obstetrician should study the case and see if he has to deal with 
a flat pelvis. 

I think if there is an arrest during the first stage, the obstetri- 
cian should study whether it is due to lack of propulsive power or 
bony malformation upon the part of the mother or simply dispro- 
portion between the size of the child and the pelvis. After rupture 
of the membranes in the first stage of course the usual rules do not 



Digitized by 



Google 



70 The Philadelphia Obstetrical Society. 

apply. The conditions are very similar in the first stage after the 
membranes rupture to those of the second stage, and particularly 
is this true of the child. You can hear very clearly the sounds 
of the foetal heart with the phonendoscope, and I am sure this 
instrument will have a large field of usefulness in studying foetal 
heart-beats in labor. 

As to the second stage of labor, I agree entirely with what Dr. 
Parke has said. He covered a point which I will mention by stat- 
ing that the operator should be competent — that is, he should know 
what sort of forceps to select, how to apply them, and how to use 
them. In case of simple inertia, with a gentle use of the forceps with 
minimum traction, simply, enough to add sufficient power to sup- 
plement that of the mother's forces, undoubtedly only good can be 
done. Tarnier's forceps are best when the head is at the brim or 
in the cavity. When the head is well down the ordinary forceps 
should be employed, such as Davis or Hodge. The whole point 
comes in, as put very concisely by Dr. Parke, that the operator 
must be competent. I agree in using forceps under the circum- 
stances laid down by Dr. Parke even in simple inertia. There is 
no condition in obstetrics which requires greater judgment than 
cases in which there is a "tight fit." It is well known that women 
with considerable deformity of the pelvis, after long labors fre- 
quently have given birth to children, even alive, when by version 
or forceps dead children have been delivered. This good result 
takes place through the process of moulding. When the obstetri- 
cian allows moulding to take place he should watch the condition 
of the soft parts very closely, and if there is oedema of soft parts 
below the foetal head interference should not be delayed lest 
sloughing and fistula result. I think that, except in the hands of a 
very unskilled operator, the one thing to be urged against forceps 
is that if they are not used judiciously at the end of the second 
stage serious laceration of the pelvic floor may be produced. Of 
course the assumption that the operator is competent covers this 
point also. 

It is worth alluding to that deliberation is very necessary and 
very important at the conclusion of the second stage of labor when 
the head is down on the perinaeum and the perinaeum is bulging. 
Fifteen or twenty minutes spent in allowing the head to recede 
and pulling it down again, will permit the delivery of many a head 
without rupture of the pelvic floor when a little greater precipi- 
tancy would cause extensive laceration. Where the head is forcibly 



Digitized by 



Google 



The Philadelphia Obstetrical Society. 71 

dragged through, every man who has to do much gynaecology 
knows that the muscular structures of the pelvic floor can be widely 
torn. This of course is due not to the skillful use of forceps, but 
in being in too big a hurry to pull the head through at the last 
minute — except in cases of disproportion between the size of the 
head and the maternal soft parts. 

Dr. Richard C. Norris: I did not hear Dr. Parke read his 
paper, but he has kindly allowed me to look over his conclusions, 
with all of which I agree. So far as the use of forceps in the first 
stage of labor is concerned I agree with the writer that it is fool- 
hardy to attempt to use the instrument unless in the presence of 
great danger to the mother. Under such circumstances, however, 
I would not hesitate to use forceps in the latter part of the first 
stage to aid dilatation, but always to use the instrument with great 
caution, taking care not to pull the lower segment of the uterus into 
the vulva. If the case is still more urgent I would not hesitate to 
do as I have done in several cases — incise the cervix, deliver and 
sew up the incisions. 

As to the frequency and utility of forceps delivery in the second 
stage, in uterine inertia the most common indication, I believe 
the frequency with which the instrument is used will depend upon 
individual skill and experience in forceps deliveries. In my first 
500 cases at the Preston Retreat I used the forceps in 10 per cent, 
of the cases, and in much more than half that number the indica- 
tion was uterine inertia, the instrument being employed both for 
the child's and the mother's sake. If my recollection serves me 
correctly, of the large number of instrumental labors with uterine 
inertia as the indication I lost but one child, this one dying of in- 
spiration pneumonia. A few of my medical friends criticised the 
frequent use of forceps as reported in that series, and I made up 
my mind at the beginning of this year to leave the cases more to 
themselves, and, being a little more actively engaged in outside 
work, I felt disposed more frequently to let Nature take her course. 
During the past year I have used forceps at the Retreat but seven 
times in 220 labors, and I have lost 28 babies, or 13 per cent., 
whereas in the 500 cases to which I first referred the mortality 
was 7 per cent. When it is remembered that 5 per cent, of ordi- 
nary vertex presentations die as a natural consequence of birth, 
and when I contrast 500 cases in which I used the forceps so fre- 
quently with a total infantile mortality of 7 per cent., with 220 
cases and 13 per cent, of infantile deaths, a large proportion of 
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which were due to failure to use the forceps, the advantage to the 
child of timely interference is apparent. The dead babies at the 
Retreat are always posted by a competent pathologist, either Dr. 
Stengel, Dr. Westcott, or Dr. Burr. Examinations of these babies 
repeatedly have shown no lesion to account for death; they have 
rapid respiration, rapid heart action, and all the clinical signs of 
an inspiration pneumonia, and many of them I have treated for 
inspiration pneumonia, but at the autopsy no lesion was found ex- 
cept varying degrees of congestion of the brain and its membranes. 
My personal belief is that delay in delivery will often produce such 
compression of the brain as to seriously affect the respiratory cen- 
tre and to cause the death of the infant in two or three days. For 
my own part, being satisfied that the mother's mortality is not in- 
creased, that her comfort is enhanced, and that many children are 
saved that would otherwise perish, I subscribe to the view that, 
when in the second stage of labor the head has not advanced . ma- 
terially in two hours, there should be no further delay in applying 
forceps, provided the operator is well trained in antisepsis and in 
forceps deliveries. 

In regard to the use of forceps when there is a moderate amount 
of disproportion between the size of the head and that of the pel- 
vis, I believe that whenever such disproportion is present, the axis- 
traction instrument should be employed not only for the comfort 
of the operator but for the mother's sake. Delivery with an axis- 
traction instrument is less tiresome, will prevent dragging of the 
bladder from its attachments, and will facilitate easy and safe de- 
livery. 

I do not know whether the author of the paper had anything 
to say in regard to the use of forceps in contracted pelvis or in the 
face of grave emergencies threatening the mother or the child, and 
I shall therefore not discuss those subjects. 

Dr. R. A. Cleemann: I have not systematized my records, 
although I have the notes of nearly two thousand cases of ob- 
stetrics in private practice; without going over them carefully, I 
think I use the forceps about once in six times, and in the cases 
described by the doctor who has read the paper, I am entirely in 
accord with him that the forceps should be used soon. My own 
practice is to wait about two hours, and if the labor is not advancing 
then and there is no great contraction of the pelvis, which is in my 
experience very rare, I always use forceps; one consequence is, I 
believe, that I have never had much trouble from post-partum 
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haemorrhage. I can only remember in my experience about three 
or four cases of severe post-partum haemorrhage, and none of them 
terminated fatally. As far as septicaemia is concerned, I have 
never lost a patient from that cause in cases of the kind mentioned. 
I think by delivering the child early the woman preserves her 
powers of resistance; she is much more liable to septicaemia and 
puerperal fever when not delivered promptly. 

As to the danger of forceps, it seems to me to be enormously 
exaggerated in these cases. I can remember but one case in which 
I did serious injury to the woman with the instrument, now sev- 
eral years ago. The head came with a jerk, as it were, all at once, 
and the perinaeum was badly torn, even to the anus. It was reme- 
died, however, and the case got along very well. In the multi- 
para it is very seldom that the perinaeum is torn with the forceps 
if one is at all careful; I believe, on the contrary, in primiparae 
you will nearly always tear the perinaeum to some slight degree. 
With primiparae of course I am disposed to wait longer, and in 
multiparas where the case is only one of inertia, I do not wait as 
long as two hours ; I sometimes deliver in one hour or less. I do 
not, however, think under ordinary conditions two hours is too 
long for women to pass in the second stage of labor. From the 
use of forceps I have never seen any bad results in my own prac- 
tice. Of course I have had a few children born dead, but I think 
most of them would have probably been born dead without the 
forceps. In regard to contraction of pelvis, I think one can tell 
pretty well without accurate measurement whether there is a dan- 
gerous contraction or not; and when you come to determine be- 
tween turning and the forceps I think with much contraction that 
turning is best. I have seen in the hands of others some very 
serious results from using forceps when the head is high up, espe- 
cially from using the instrument too soon. If we wait until the os 
is perfectly dilated and there is an ordinary degree of width in 
the pelvis I think there is almost no degree of danger from the use 
of the forceps in the hands of one who is competent at all. 

Dr. Longaker: Incidentally there was brought out the point 
in this discussion that in the first stage of labor the forceps might 
become necessary. I am very glad of this because recently I have 
seen most serious consequences result from the delay in the first 
stage of labor in which the membranes ruptured early, the dilat- 
ing stage lasting something like forty-eight hours. I was called 
to do some quite extensive surgery necessitated by the forceps ap- 
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plication. The child had been delivered on my arrival, the woman 
was so badly infected evidently during labor that the odor emanat- 
ing from the uterus and wounds made there was putrid. Not only 
was the perinaeum torn and rectum one inch above anus, but an- 
terior vagina and deep pelvic floor was laid open. Remarkable to 
say, the patient made a recovery after something like five or six 
weeks' confinement to bed. 

I would hardly endorse the point made by the reader of the 
paper that if the head remains stationary, and I presume he means 
when the head is resting on the pelvic floor, after waiting half an 
hour it is certainly time to apply forceps. I think there is fre- 
quently a more or less complete separation of the placenta and 
< death of the child in these cases. I am convinced if this time is ex- 
ceeded the proportion of dead babies will be quite large, as has 
been already stated by one of the speakers. 

There is one indication for the forceps that I regret the reader 
of the paper did not discuss more extensively, that is the indica- 
tion which is afforded by contraction of the pelvis as a specific in- 
dication for the forceps. Such a degree of contraction as would 
arrest the head at the superior strait and offer a considerable ob- 
struction to labor. My own opinion in regard to these cases is 
that in many, certainly if there is a decided obstruction, the results 
from the use of the forceps will be very bad, and I believe that 
they will always be bad unless the Tarnier or some forceps acting 
on this principle are employed. The results are bad so far as the 
child is concerned; the pressure and injury to the child's head 
frequently kills it outright or produces serious after-effects. There 
are frequently more or less extensive injuries to the vagina and the 
cervix. My conviction is in the case of obstruction which is ap- 
preciable, decidedly arresting the head above the superior strait, 
any method rather than the forceps is proper under such condi- 
tions. I think my more recent experience proves that version may 
successfully overcome obstructions with less detriment to the child, 
with greater safety to the mother than can be overcome by the 
forceps. 

Dr. E. E. Montgomery : I should like to ask Dr. Longaker 
how he repaired the injuiries he has spoken of. 

Dr. Longaker: The anterior vaginal wall was sutured with 
continued catgut suture as well as could be, and the rectum and 
also the perinaeum with partial success; the sphincter failed to 
unite. I was surprised to find as much union as did occur. 
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Dr. Renel Stewart : There is one form, or one condition, in 
which I make it a rule always to put on forceps which has been to 
a certain degree anticipated. This is where we have the kidney- 
shaped pelvis and the vertex is on the smaller side. In that case 
the head will not come through the superior strait. If added to 
that, the body of the child corresponds exactly to the position of 
tlie head and you pass your hand up and turn so that the vertex is 
on the larger side, it will very soon go back again. In that case I 
always apply the forceps to hold it there till engaged in superior 
strait, and if it does not come down I apply forceps till the superior 
strait is passed. I have found that impediment very frequently. 

There was one statement made in regard to the danger of flood- 
ing in case forceps are not used at the proper time, and this recalls 
to me one of the saddest experiences in my whole life. 

Perhaps thirty-five or forty years ago a gentleman came to me 
and wanted to know whether I would attend his wife, and said to 
me: "Will you promise me you will not use forceps?" I said, 
""No; I would not promise that." He went away and came back 
about one or two weeks later, and said, "Will you promise me 
not to apply forceps until my wife acquiesces in it?" I said, "No." 
He then asked, "Will you not do it until I assent to it?" I said to 
him : "Look here ; do you want to run the risk of your wife's 
death? Are you willing to take the responsibility of such an issue?" 
He replied : " Yes." I said, "Then I promise." 

The labor came on, the pains were very severe for a long while, 
and I noticed my patient was enorjnously large, but I was not as 
particular in regard to listening to sounds of heart then as we all 
do now, or ought to, and I did not put my ear down and discover 
that there were two children there. The pains became less and 
less, and I felt anxious. Oh ! if I had not made that promise, and 
yet I felt bound to keep it. All £t once a gush of blood came out. 
I quickly took my forceps, grasped the child's head, pressed upon 
the uterus, and thought I had checked the flow. I withdrew the 
child as rapidly as possible. There came a second gush of blood. 
I passed my hand up and grasped another child and brought 
it down, put forceps on head and withdrew it. That woman 
never properly reacted, and I made up my mind that never on 
earth would I make such a promise again. If I had put on the 
forceps at the time I ought to have done, that woman's uterus 
would not have lost its power ; there was true inertia, and nothing 
I could do would change it. We should assume the responsibility 
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of using the forceps whenever our experience has taught its pro- 
priety, and never ask any one, patient or any one else; in fact, I 
apply them without letting the patient know it, and I do not wait 
for any specified time. 

Dr. Burns : I would like to say something upon this subject, 
but the paper as it has been written confines itself strictly to the 
time at which the forceps should be applied. That application, as 
far as my own experience is concerned, would resolve itself 
into this: that if the first stage of labor is completed and 
the patient passes into an active second stage of labor and does 
not complete parturition in from two to three hours I should ap- 
ply forceps. The matter of inertia calls for it more frequently. 
I find that a large number of primiparae with which I have had 
connection do pass into a state of inertia at the second stage of 
labor, and require forceps. I had a case this morning, and it is 
strange how individual experiences differ. One practitioner here 
this evening has stated that in a number of cases he has seldom 
had to deliver primiparae with forceps. I think I deliver fifty per 
cent, of my primiparae with forceps. It does not coincide with 
the experience of physicians here who have had a large practice; 
in these cases it is usually due to uterine muscular exhaustion 
when inertia comes on ; the uterus is simply a muscular body 
which is subject tQ the same physiological laws as are the muscles 
of any other part of our body— excessive use brings fatigue. Ap- 
plication of forceps terminates suffering for child and mother. 
There has been incidental allusion to other complications requir- 
ing the use of forceps; there are a great many instances of that 
kind. There has also been allusion to lacerated perinaeum. I 
have lacerated the perinaeum and expect to do it again. If you 
take cases of primiparae with posterior occiput presentation, with 
rigid parts and undertake to deljver that woman when the head 
has reached the superior strait it is almost impossible to deliver 
without laceration of perinaeum. It is too late to change the 
position of the child ; you must rotate the head and pull the head 
directly over the pubes, and oftentimes it is utterly impossible to 
prevent it from coming all at once. When it comes on the floor of 
the pelvis the perinaeum is gone in an instant. In the case of im- 
paction of head at superior strait, where there is a rigid os but partly 
dilated, with nervous irritability, you have reflex action there, and 
you have the danger of puerperal convulsions. I have seen patients 
of this kind. 
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In reference to Dr. Stewart's experience in regard to promising 
a person not to use forceps, it is an exceedingly detrimental prac- 
tice to do so. I have experience of that kind where the mother 
persuaded me not to use them, the patient went into a convulsion 
because I allowed labor to continue too long; as soon as convul- 
sion occurred I bled her and delivered by forceps. 

In regard to the use of forceps, I think they are wise, and I do 
not think gynaecologists can criticise obstetricians for lacerations 
of perinaeum, because these things will occur, and the only sur- 
prising thing to me is that there is so much difference of experi- 
ence in the same line of work. I treat posterior presentation in 
the primipara with forceps; it is hard work for both mother and 
infant. 

Dr. William S. Stewart : In regard to the use of forceps and 
their effects upon the perinaeum : if we are careful to take with us 
two kinds of forceps, that of the Davidson, with the long blade 
not quite so much curved as that of the Hodge or the Wallace, we 
will be prepared to use the forceps, whether in the superior or the 
inferior strait. A presentation in the superior strait requires nar- 
row forceps, long blades without such an abrupt curve as the 
Wallace or Hodge. Either of the latter instruments will slip off 
and do damage both to child and patient. If, on the other hand, 
the head has come down to the inferior strait and you apply either 
a Hodge or Wallace forceps (the Wallace I prefer, because it is an 
exact imitation of the ordinary carus curve), then the curve of the 
forceps is such that in the delivery of the child it does not im- 
pinge upon the perinaeum at all. It is the child's face which 
impinges upon the perinaeum, and all you have there is the extra 
thickness which is produced on the sides of the child's head by 
the blades of the forceps, and I have yet to have my first experi- 
ence in lacerating the perinaeum by the delivery of the child's head 
with the forceps, because I am careful that the points of the 
blades do not project beyond the child's head. My experience 
has been that the lacerations are produced by careless delivery of 
the shoulders rather than by the delivery of the head. I have 
been in the habit, when I take off my forceps, of examining 
whether I have torn the perinaeum. In the primipara of course 
the fourchette is always torn; beyond that I have not known of 
as much injury done by the use of the forceps upon the head as in 
delivery of the shoulders. My method is not to compel patients 
to submit to the use of the forceps ; I cannot see why we should 
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not use our reasoning powers in persuading our patients to submit 
to the use of them. I speak to them kindly about it and say that 
the forceps is only longer fingers than I have; that I have an 
aseptic instrument and an instrument that will be of some service, 
and that I will use it at the time of a pain, and also add, "Now, 
if you are not willing to have this instrument used I will not 
use it." I appear indifferent about it to a degree, saying, "It 
is only to help you, not for my benefit," instead of saying that I 
must get to my office, and "I can deliver you at once and save 
you all the suffering." In consequence of such evident haste to 
get to his office a certain doctor of this city was pronounced a 
butcher and murderer because he applied the forceps prematurely, 
and the result was that the patient flooded to death. The patient 
wanted him to go to his office and return to her ; but in a previous 
labor she had played the slip on him during his absence. When 
he came back he found the child delivered. So he preferred to 
prevent this chagrin the second time. We should be kindly dis- 
posed, and advise with our patients, yielding to them somewhat, 
but at the same time explaining the benefit they will receive by 
having the forceps used. I indorse what has been said by the 
other Speakers in regard to the use of the forceps. I remember 
delivering three women (in succession on one day), two of them 
with forceps and the third without. I waited in the last case be- 
cause the patient was timid and did not want them used. She 
made the slowest and poorest recovery. 

Dr. G. Betton Massey: There has been a good deal said 
about the disadvantage to the mother in using forceps, but little 
about the disadvantage to the child. No one has told us how 
many children go to idiot asylums from this cause. Some men- 
tion has been made of some of them dying; but it will take con- 
siderably study and research to find out whether our increasing 
cases of insanity and increasing cases of epilepsy are not primarily 
due to injuries of that kind. And though Dr. Stewart has given 
an instance of a very selfish man who forced a woman to submit 
to forceps to suit his own convenience, I do not doubt that they 
are almost invariably used at the solicitation of the patient. I 
know that was my experience in the brief years that I did that 
kind of work. The poor sufferers were anxious to get through 
the serious work they had on hand. But there is certainly some 
other way of arousing the muscle than by taking its work away 
from it. We have here a muscular organ which by inertia pro- 
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duces a large number of the instances where forceps are required, 
and it seems unscientific to assume that the proper remedy is to 
mechanically take away the burden that it has before it. There 
are other ways of stimulating muscular action, and I am glad of 
this opportunity of calling the profession's attention to the value 
of the faradic current in cases of inertia of the uterus both before 
and after delivery of the child. This was a question which was 
very largely studied and urged by Dr. Baird, of Texas, some 
years ago, who showed conclusively that many cases of inertia of 
the uterus, where os was dilated and there seemed to be cessation 
through fatigue of muscular centres, that a faradic current, easily 
obtained by a portable battery such as a man might carry in his 
overcoat pocket, would produce contraction of this tired muscle 
applied over upper part of uterus where the lower extremities of 
the child are drawn up. I had some years ago an instance veri- 
fying this fact, where surely the forceps otherwise would have 
been required. I sent for the battery, and after the necessary 
delay of getting it and putting it in operation, I turned on the 
current and there was a feeble pain, followed by stronger ones, 
which quickly brought about delivery of the child. As I said, 
a faradic battery ought to find a place in every obstetric bag, for 
many women can be saved hours of suffering previous to the birth, 
of the child and be freed from the dangers of post-partum. haem- 
orrhage after birth. I declare it is impossible for the flaccid 
uterus to remain flaccid with a current inside of it. In the towns 
and cities of this country where the Westinghouse or alternating 
current is used, all that we have to do is to unscrew the lamp, 
attach a controller to the fixture, and apply electrodes to the out- 
side of uterus, which can be easily improvised from napkins wet in 
salt water. Even this external application will cause contraction 
in post-partum haemorrhage instantly, without further loss of blood. 
The contraction can be kept up as long as necessary. But a faradic 
current is best applied by means of a thoroughly aseptic intra- 
uterine electrode. The primary current should be turned on co- 
incident with each pain, if there are pains. 

Dr. Richard C. Norris : There were one or two thoughts that 
occurred to me as the discussion has progressed; first, with ref- 
erence to what Dr. Massey has said. In the first place, his state- 
ment as to the number of imbeciles following the use of forceps. 
It is the general belief of neurologists that more nervous affections 
of childhood and mor brain lesions are the direct result of the 
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failure to use the forceps than from the use of forceps. If you 
remember, Dr. J. Madison Taylor within the few years published a 
very interesting paper which was a symposium of opinions of 
leading obstetricians, and which contained facts gathered from a 
search through the statistics of a number of children's hospitals to 
determine this very question. His conclusions, based upon his 
research, show that the failure to use forceps was the cause very 
frequently of intra cranial lesions from pressure, and I am thor- 
oughly convinced that the forceps will prevent the occurrence of 
the very accidents to which Dr. Massey refers. N 

Again, as to the use of a battery as a portion of the armamen- 
tarium of an obstetrician ; Dr. Massey loses sight of the fact that 
the forceps is used in the case of uterine inertia not because the 
uterus will not act and will not overcome the obstruction. It is 
well known that when an obstruction to labor exists, that in itself 
stimulates the uterus to efforts. In a flat pelvis the uterus con- 
tracts harder and becomes, as it were, petulant in its effort to 
overcome the bony obstruction. As a matter of fact we use the 
forceps because the uterus is played out. Dr. Massey would not 
whip an overdriven horse, and the. use of electricity under the cir- 
cumstances he describes would be analogous. It is the vis a tergo 
that is lacking, and your forceps supplies the force to extract the 
child and save the uterus from further and harmful effort. 

I would differ as to the wisdom of carrying in one's obstetric 
outfit an electrode, ready at a minute's notice to introduce into the 
uterine cavity during labor alongside the child or even after labor. 
Such a measure would be a most reprehensible and dangerous 
practice. In the present antiseptic era, when we put our hands into 
the uterus as infrequently as possible, when we sterilize forceps by 
boiling, the use of an electrode, difficult to sterilize if properly in- 
sulated, would simply jeopardize the patient's life. 

The use of forceps versus version is a subject which has been 
very freely discussed in this room time and time again, and there 
are grave differences of opinion ; and while each man is giving his 
own experience I would like to add mine to what has been said as 
to the advantage of version over the use of forceps. It is well 
known that by turning the child when- there is a certain degree of 
pelvic contraction you can more speedily accomplish delivery, but 
I believe with greater injury to the child's cranium and the moth- 
er's soft parts than by a slow delivery with the forceps. The 
choice of version or of forceps when we have a flat pelvis cannot 



Digitized by 



Google 



The Philadelphia Obstetrical Society. 8 1 

be decided with hard and fast rules. That man will best do his 
duty to both his patients who is most familiar with the relative 
size of the child's head and the pelvis. These are the two factors 
that must be determined and usually can be determined either by 
instrumental or manual examinations. I have delivered by ver- 
sion a woman with a flat pelvis and lost the infant from rupture of 
the longitudinal sinus; I have delivered that same woman a sec- 
ond time by version and saved the infant. The pelvis of course 
was the same size, but the child's head was a different size in the 
two labors. When there is a moderate degree of contraction — say 
a conjugate diameter of from 8 to 10 cm., with the head of large 
size, and when careful examination under ether finds that the fon- 
tanelles are well closed, that the head is hard and unyielding, and 
that the obliquity of the head is extreme, carrying the sagittal suture 
close to the sacral promontory — under such circumstances I believe 
we can do better with version. On the same woman another time 
we can perhaps do better with forceps. Each case must be decided 
upon its own merits, always bearing in mind, however, that sud- 
den and severe compression of the head after version is prone to 
injure the cranial contents. 

Dr. Burns: In regard to forceps in version, after delivering 
the body, I would like to ask Dr. Norris if he found the forceps 
necessary to deliver the head. 

Dr. Norris : I have very rarely found it necessary to use the 
forceps to extract the aftercoming head. In four or five cases 
where the aftercoming head could not be extracted quickly by 
manual efforts I have applied forceps to terminate delivery. I do not 
assume charge of an ordinary breech presentation that I do not 
have forceps ready for such an emergency. I believe that by the 
application of forceps we can sometimes more promptly extract the 
head than by manual efforts. Usually, however, by the time man- 
ual efforts have failed the child will be deeply asphyxiated and will 
be revived with difficulty or will perish. 

Dr. G. Betton Massey : I merely wish to add that if we have 
a choice of whipping the uterus to make it do its work or artificially 
removing the work itself under possibly harmful conditions, I should 
elect whipping the uterus. 

As to a dirty electrode, why should Dr. Norris assume that it 
will be dirty when his other instruments are clean? With boiling 
water handy, why should it not be aseptic? 

Official Transactions. Frank W. Talley, Secretary. 
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CLINICAL REPORT OF ONE YEAR'S OBSTETRICAL 
WORK AT THE PRESTON RETREAT.* 

By Richard C. Norris, A.M., M.D., 

Physician. in-ChArgo, Preston Retreat; Obstetrician to the Philadelphia Hospital; Gyne- 
cologist to the Methodist Episcopal Hospital, Philadelphia. 

The clinical memoranda presented in this report of the obstet- 
rical work at the Preston Retreat during the year 1896 contains 
tabulated statements of all the cases delivered during that period. 
There have been two hundred and forty-five deliveries. There has 
not been a maternal death. Since I assumed charge of the Preston 
Retreat there have been seven hundred and forty-five deliveries 
with one maternal death, due to chronic Bright's disease, and fully 
reported in the American Gynecological and Obstetrical 
Journal, February, 1896. 

The patients while awaiting delivery have presented few seri- 
ous complications. The urine is systematically examined each week. 
A moderate amount of albumin was found in 9 cases, in which there 
were no evidence of toxaemia and only a slight diminution in the 
amounts of solids and urea excreted. Careful supervision of the pa- 
tients to promptly recognize a sudden failure of excretory compensa- 
tion enabled them to go to term and be delivered without accident. 
The histories of two cases of grave kidney insufficiency and of one 
case of eclampsia are as follows: 

Kidney Insufficiency. 

Case I. — Mrs. C. (Case No. 4,102), aged twenty-four years, 
Il.-gravida. Admitted to hospital January 23 with blurred 
vision, especially of the left eye, headache, nausea and vomiting, 
twitching of the facial muscles, and oedema of the legs and vulva. 
The urine was free from albumin and casts; specific gravity 1,017; 
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the quantity in twenty-four hours 18 ounces; the quantity of urea 
less than 1 per cent. The patient was given a hot bath imme- 
diately after idmission and was put to bed. A milk-diet, hot air 
baths three times a day, free purgation with elaterium, followed 
by Rochelle salts in sufficient doses to obtain six or seven stools 
daily, comprised the treatment for five days, when the threatening 
symptoms had disappeared. Natural delivery occurred three 
weeks after admission and the puerperal convalescence was nor- 
mal. 

Case II. — Mrs. J. (Case No. 4,097), aged thirty-four years, 
VIIL-gravida. Three days after admission the urinalysis found a 
trace of albumin; specific gravity 1,024; quantity in twenty-four 
hours 33 ounces. There were no evidences of toxaemia. Ten days 
later the quantity of albumin had increased and the quantity of 
urea had diminished to .7 per cent A few granular casts were 
found, and headache and loss of vision in the right eye now oc- 
curred suddenly. A hot bath, Epsom salts to obtain eight to ten 
stools daily, a milk diet, hot-air baths, and three-grain doses of 
caffeine citrate every fourth hour during the day, were given 
throughout three days with marked improvement. The patient 
was within a few days of term, and her improved condition war- 
ranted waiting for spontaneous delivery, which occurred without 
complication until the delivery of the placenta, when an alarming 
post-partum haemorrhage occurred from atony of the uterus, that 
required the introduction of the hand into the uterus to remove 
clots and to administer a hot intra-uterine douche of sterilized 
water. The patient was much prostrated by the loss of blood, but 
reacted, however, with a quick and feeble pulse. During the sec- 
ond twenty-four hours after delivery 28 ounces of urine were 
voided which contained albumin and casts; specific gravity 1,014; 
urea .9 per cent. Headache soon returned, the pulse quickened 
to 150, there was twitching of the facial muscles, and with a, sud- 
den rise in temperature, and the third day to 105 1-5 F., vision in 
both eyes was impaired, and accompanied by intense headache and 
vigorous depletive treatment was indicated; yet the patient's 
general muscular twitching. A convulsion seemed imminent, and 
prostration, her weak heart, profound anaemia and rapidly failing 
strength forbade the depressing treatment with chloral, veratrum, 
diaphoresis, and profuse catharsis, so useful in a more vigorous 
patient threatened with eclampsia. In the presence of such a case 
as this, one's very best judgment is demanded — on the one hand, 
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not to overtreat the patient, and thus scatter her feeble forces rally- 
ing to her rescue, and on the other hand to use fearlessly some of 
the measures ordinarily employed, and to counteract their ilL 
effects by relying on means usually contra-indicated by a threat- 
ened convulsion. The condition of the heart not only contra-indi- 
cated venesection or veratrum, but even required stimulation. 
Brandy and the infusion of digitalis, of each a tablespoonful, and 
one-sixtieth of a grain of strychnia were given every fourth hour 
until the heart's action showed their effect in slowing and steadying 
the pulse, when caffeine was substituted. A forced enema of 
glycerine and Epsom salts was effective, and calomel gr. £ every 
three hours was given throughout three days. Eight ounces of 
normal salt solution injected into the rectum every fourth hour, hot- 
air baths with an ice cap to the head, a milk diet, an abundance 
of water, plain and carbonated, brought the patient safely 
through four critical days, when Basham's mixture, minute 
doses of bichloride of mercury, a milk diet, and a daily vege- 
table cathartic were substituted and continued throughout her 
convalescence. 

Case III. — Eclampsia. — Mrs. R. (Case No. 4,269), aged twenty- 
three years, I. -gravida. Admitted in labor. Twins diagnosticated 
by abdominal palpation. Vertex presentation followed by breech 
presentation. Labor was uncomplicated, both children living. 
Delivered at 5:15 and 5:25 P. M. There was no oedema, but she 
complained of slight headache, which ceased after labor. At 
8 P. M. a violent convulsion occurred without warning. Sixteen 
ounces of urine were drawn by the catheter; specific gravity 1,006; 
moderate amount of albumin; hyaline casts abundant; pulse no; 
temperature 101 F. 

The notes of the treatment are as follows : 

Chloroform inhalation; patient comatose after convulsion; 
chloral 5i. by enema; croton oil gtt. iii. followed in half hour by 
elaterium gr. i; veratrum viride, fluid extract gtt viii. hypoder- 
matically; enema containing Epsom salts, glycerine, and water. 
At 9 P. M.: Pulse 80; patient conscious; bowels have moved five 
times. At 10 P. M.: convulsion; pulse 124, with very high ten- 
sion; veratrum gtt. v.; chloroform inhalation, soon followed by 
chloral gr. xx. by the mouth; hot-air bath; saturated Epsom salt 
solution f. 3 ii. every fifteen minutes. At 1 1 130 P. M. : patient con- 
scious but restless; bowels moving very freely; pulse 96; chloral 
gr. x.; veratrum gtt. v. The pulse at midnight, 72; patient rest- 



Digitized by 



Google 



The Philadelphia Obstetrical Society. 



85 



ing quietly. Milk diet, vapor baths for an hour, three times daily, 
caffeine gr. xii. and Rochelle salts one ounce in divided doses 
each day were continued for three days. Thereafter BashanVs 
mixture, calomel alternating with vegetable cathartics, a milk 
diet and occasional hot-air baths were employed. Convalescence 
was uninterrupted. 

Placenta Prcezna. — The history of the one case of placenta praevia 
is as follows : 

Mrs. V., aged thirty, Ill.-gravida, German. On February 
15th, at 7 A. M., was attacked with flooding, which was not accom- 
panied by pain. Examination disclosed placenta prcezna centralis, 
the smaller segment of the placenta extending about an inch 
beyond the left margin of the internal os. The loss of blood 
was about one pint when the bleeding ceased. Pregnancy had 
advanced to term. There had been irregular haemorrhages 
since the fourth month of pregnancy, but never in large quanti- 
ties. The patient was put to bed and closely watched, and within 
a few hours uterine contractions had begun and were accompanied 
by slight bleeding. The patient was etherized, the smaller seg- 
ment of the placenta was separated, and a living child was deliv- 
ered by podalic version. Immediately after the delivery of the 
placenta profuse and persistent bleeding occurred, which a hot 
douche failed to control and which required a firm utero-vaginal 
tampon of iodoform gauze. Twenty-four hours later the tampons 
were removed and a creolin douche was given. The patient's 
convalescence was afebrile, and mother and child were discharged 
in good condition. 
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Three Twin Pregnancies (Primigravidce). — The presentations were 
shoulder-breech, vertex-vertex, vertex-breech. 
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Complications of Labor. 

Flat Pelvis. — Eight cases of minor degrees of pelvic contraction 
have been noted, in only two of which the conjugate diameter was 
below 9 cm. 

The six cases with conjugates above 9 cm. were successfully de- 
livered either spontaneously or with forceps. 

The histories of the two cases with conjugates below 9 cm. are 
as follows : 

Case I. — Mrs. G. (Case No. 4,112), American, I.-gravida, height 
4 feet 6 i inches. Admitted February 9th. Confinement expected 
February 24th. 

Pelvic Measurements. 

Inter-spinous 25 cm. 

Inter-cristal 26 " 

External conjugate 17^ " 

Diagonal conjugate 10 " 

True conjugate 8.5 " 

Right diagonal 19 " 

Left " 19 " 

Intertrochanteric 26 " 

Circumference 78 *' 

The relative size of the head to the pelvis was determined by 
careful suprapubic and vaginal palpation, and it was decided to 
induce labor at once and deliver by version. First bougie 11 
A. M., February nth. Second bougie the following day; February 
13th pains recurring at infrequent intervals; February 14th os dilated 
sufficiently to proceed with version. The after-coming head entered 
the pelvic inlet extended and the chin caught above the symphysis 
pubis. This accident and the pelvic contraction prevented speedy 
delivery. The child perished, and craniotomy on the after-coming 
head was performed by my assistant, Dr. H. W. Hassell, who had 
charge of this and other cases that were delivered during my ab- 
sence from Philadelphia for two weeks. 

Case II. — Mrs. D.- (Case No. 4,119), American, primigravida, 
height 4 feet 8 inches. Admitted February 23d. Confinement ex- 

Pclvic Measurements. 

Inter-spinous 24 cm. 

Inter-cristal 25 " 
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External conjugate 18J " 

Diagonal conjugate 10J 

True conjugate 8$ " 

Right diagonal 18 " 

Left " 18 " 

Intertrochanteric 26 " 

Circumference 28 " 

The cervical canal was very narrow, not admitting a No. 7 
bougie without preliminary dilatation. When the tip of the bougie 
reached the internal os the instrument was grasped so firmly by 
the constricting cervix that the tip was deflected from the amniotic 
sac with great difficulty, and punctured the sac. The liquor amnii 
drained away slowly during the next few hours. Thirty-six hours 
after the introduction of the bougie labor pains were frequent, and 
upon vaginal examination the umbilical cord was found prolapsed 
and pulseless. The head had partially entered the pelvic inlet. 
Spontaneous birth of an infant with a large spina-bifida soon fol- 
lowed. The length of the umbilical cord was 85 cm., and the bi- 
parietal diameter of the child's head measured 9 cm. 

This case illustrates a possible danger from puncturing the 
amniotic sac when introducing a bougie for the induction of labor, 
a danger, however, that must be rarely encountered. I have in- 
duced labor many times, and on three occasions have punctured the 
amnion above the internal os with no such accident to the cord. 
When the cervix is very rigid especial care should be taken to gen- 
tly deflect the tip of the bougie toward the uterine wall, and that 
can be accomplished by passing a curved stylet partially through 
the bougie and by slightly withdrawing the stylet at the moment the 
tip of the bougie passes the internal os. 

This case also illustrates the chagrin one experiences when an 
obstetric operation is undertaken for pelvic deformity, and a child 
is born with a defect which of itself will destroy the infant. 

A complicated labor due to vcwtro-fixation again impressed me 
with the serious obstruction that sometimes follows that operation, 
and emphasized the necessity for prompt interference in the man- 
agement of labor thus obstructed. . 

This case is fully reported in the American Journal of Obstetrics, 
January, 1897, and that report contains my expressed conviction 
that such cases should be carefully observed during pregnancy, and 
be promptly subjected to the treatment there advised. 
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Labor has been complicated by prolapse of the umbilical cord in 
three cases, in all of which the cord was pulseless at the time of ex- 
amination. In one case the patient entered the hospital in labor with 
the cord prolapsed and pulseless, and in another case there were 
no pulsations in the prolapsed cord when the patient notified the 
nurse that labor had begun. 

TABLE A. 
Obstetric Operations. 





Indications. 


Number of 
Cases. 


Infantile 
Deaths. 


Forceps 


After-coming head 


z 
3 
3 

2 


X 




Flat pelvis 







Inertia uteri 







Occipi to- posterior presentation 


X 




Total multiparas, 4; primiparae, 5 


9 


a 


Version 


Flat pelvis 


X 

1 
4 






Placenta prae via centralis 







Shoulder presentation 







Total 






6 


1 




Pelvic deformity 




Induced labors 


a 

X 


X 




Prolongation of pregnancy. 


Prolapsed cord; 
spina bifida. 




Total 






3 


X 




Elevated temperature; subinvolu- 
tion; prolongation of bloody lochia 

Vaginal ulceration 




Uterine Irrigation 
and curettage 


a 




Vaginal irrigation.. 


a 




Vaginal and perineal lacerations; 
multiparas, 3; primiparae, 14 

Abscess following mastitis (infant) 




Sutured perinei 

Incision of mam. 
mary abscess 


17 

1 





Four puerperal patients required the use of the catheter. 

The Puerperium. 

Fever in the puerperium. — The temperature charts of the patients 
delivered during the year exhibit the following percentages of fever: 
In nine and eight-tenths per cent, the temperature did not rise about 
99 F. ; in eighty-one and eight-tenths per cent, the maximum rise 
was ioo° F.; in eight and nine-tenths per cent, the temperature was 
above ioo° F. not longer than twenty-four hours; and in nine and 
three-tenths per cent, the temperature remained above ioo° F. for 
varying periods longer than twenty-four hours. . 
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Temperature above ioo° F. Longer than Twenty-four Hours. 
Cause of Fever. No. of Cases. 

Caked breasts, including all cases of mastitis, in all of 

which resolution occurred 13 

Eclampsia 1 

** (threatened) I 

Influenza I 

Insanity I 

Malaria 1 

Sapremia (absorption from the uterus) 2 

( " " " vagina) 2 

The technique employed at the Preston Retreat to surround the 
patient with the protection afforded by rigid cleanliness and anti- 
sepsis is set forth in my report of last year, and has not been changed. 
The recent discussions as to the disadvantages of a routine ante- 
partum and post-partum douche, based as they were upon bac- 
teriological and clinical observations by most able and reliable in- 
vestigators, almost induced me to discontinue the sublimated douche 
given to every case before and immediately after labor. Retailing, 
however, the fact that the results of the bacteriologists' investi- 
gations in the vaginal secretions in pregnant women are by no 
means uniform, and reviewing the records of my own institution 
since the introduction of the ante- and post-partum douche by the 
late Dr. William Goodell, and finding therein that more than 
2,500 consecutive cases without a death from sepsis had received 
these douches, I was compelled to check for a while my admiration 
for laboratory results, and to be guided by conservatism — a task not 
always easy for a young man. 

In hospital work, when skilled bacteriological examinations are 
not to be attained, and when the cleanliness of nurses and of in- 
struments receives constant care and personal investigation, I be- 
lieve the routine ante-partum douche is safe and efficient. In pri- 
vate practice the same measure will often be harmful because some 
physicians, many nurses, and very many douche appliances are 
not clean, and the safe course for the general practitioner is to omit 
the douche except in the presence of a profuse and abnormal vagi- 
nal discharge, when the disinfection should be attended to by the 
physician, and he must be sure of his knowledge of the details of 
antisepsis. I am not convinced, however, that the routine post- 
partum douche is necessary after a normal labor. That it can do 
no harm is indicated by the results at the Preston Retreat. It is 
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quite possible that equally good results would be attained by omit- 
ting the douche after labor, a plan I propose to follow throughout 
the coming year. 

A large dispensary practice during the last nine years has 
demonstrated to me, beyond all possible doubt, that the vagina of 
the average hospital patient, pregnant or not pregnant, certainly 
is improved by a clean and cleansing douche. Although the vagi- 
nal secretion is said to possess bactericidal power and usually to 
be free from pathogenic micro-organisms, sometimes the latter are 
present and can be detected with certainty only by a bacteriolo- 
gist Douching all cases, doubtless we douche many cases unnec- 
essarily, but we have the satisfaction of believing that we do not 
miss the infected cases, and that our douche does some good. 
Granted that frequent douching with strong antiseptic solutions im- 
pairs cell-resistance against micro-organisms, the mechanical re- 
moval of bacteria and their products by a single, copious, clean and 
mild antiseptic douche can do no harm if all subsequent examina- 
tions are conducted with strict personal cleanliness. If examina- 
tions do not add infection to thrive upon the tissues whose resistance 
is thought to be diminished by the douche, then the patient is none 
the worse for the douche. 

If there are pathogenic microbes in the vagina, the mechanical 
effect of the douche has a value equal to or it may be greater than 
the antiseptic effect. At all events, the results closest to my hand, 
and the lack of uniformity of the laboratory investigations induce 
me to let well enough alone, and to continue the employment of the 
ante-partum douche. 

Septic Fever. — There have been four cases of fever in the puer- 
perium that were due to septic absorption. In two of these cases 
prompt disinfection of the uterine cavity brought the temperature 
to the normal. The fever in two cases was due to septic wounds 
of the vagina, and I cannot refer to these cases without a desire to 
impress upon general practitioners the necessity for careful inspec- 
tion of the vaginal walls, through a speculum, of all cases of be- 
ginning fever due to septic absorption in the early puerperium. 
From my consultation work I find the general practitioner com- 
monly disregards the vagina, although willing and ready to douche 
or curette the puerperal uterus. Only recently a fatal case of sep- 
sis originating in and spreading from vaginal ulcerations was re- 
peatedly curetted, of course to no purpose,, while the source of infec- 
tion was wholly overlooked until the involvement of broad ligament, 
tube and ovary, cost the patient her life. 
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One case of puerperal insanity has been observed — the patient 
a primigravida, an epileptic, and a foreigner who recently arrived 
in America. She was poorly fed, and her pelvis was moderately 
contracted. A difficult forceps delivery, followed by free bleeding, 
further reduced her strength, and her mental equilibrium could not 
resist that combination of depressing influences. Throughout two 
weeks her maniacal delirium and extreme weakness were trouble- 
some, but careful treatment brought her through the critical period 
of her mental breakdown, and five weeks after delivery she returned 
home almost wholly convalescent. 

Diseases of the New-born Infant. 

The appended tables show the infant mortality during the year, 
Of six cases of aspiration broncho-pneumonia, two died. The 
treatment of this rather common disease of the new-born infant 
comprised moderate stimulation (three drops of whisky and one 
of the tincture of digitalis, with one-half to one grain of carbonate 
of ammonia every fourth hour); counter irritation to the chest by 
means of camphorated oil; a light cotton jacket; regular feeding 
with mother's milk, either permitting the infant to nurse when it 
would do so, or with a medicine dropper the freshly drawn milk was 
dropped into the child's mouth. When cyanosis and very rapid 
respirations indicated especial embarrassment, a warm mustard bath 
was given for a few minutes, and frequently repeated when neces- 
sary. As to the prognosis of this disease, I have observed that the 
cases that recover usually begin to improve on the fourth or fifth 
day, and by the end of the seventh day the temperature, pulse, and 
respirations are normal. 

The routine employment of the Crede treatment for the preven- 
tion of gonorrhoeal ophthalmia has further proved its great value. 
There has not been a case of gonorrhoeal ophthalmia. 

In five female infants a bloody discharge from the genitals was 
, observed. 

A pulse, temperature, and respiration record of all infants is 
recorded on a special chart throughout the first week of the in- 
fant's life, and throughout a longer period when the child's fever 
curve is abnormal. It is simply astonishing how frequently serious 
illness of a new-born infant can be overlooked by the doctor, the 
mother, and the nurse when such a record is neglected. I have 
been paying especial attention to the diseases of early infancy that 
have occurred at the Retreat during the past three years, and pro- 
pose to prepare at an early date a report of all the cases observed. 
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TABLE B. 
Infantile Deaths before or during Labor. 





No. Cases. 


Remarks. 


Asphyxia pallida. 


3 

X 

3 
6 

i 
i 


x forceps, R. O. P.; x following version; x natural de- 
livery, R. O. P. 

After-coming head; chin locked above symphysis; 
infant dead. 

Cord pulseless in all cases when first discovered. 

x at 6th month. 


Craniotomy. 


Prolapsed cord... 


Premature birth 


Spina bifida.. 


a at 6)4 months. 

x at 7th month (macerated— syphilis). 

x at i% months (labor complicated by ventrofixation). 

x at 8th month (macerated— syphilis). 


Still-born— macerated. . . . 


History of maternal syphilis. 


Total 


*5 


Still-births, 6.x per cent. 







TABLE C. 
Infantile Deaths Following Labor. Mortality, 6.9 per cent. 



Atelectasis 

Cerebral apoplexy. 



Cerebral congestion.. 

Cerebellar apoplexy. 

Gastroenteritis. 

Inanition 



Inspiration pneumonia. 
Melena 



Syphilis , 

Syphilis of lung. 



Syphilitic pemphigus. 
Total 



No. 
Cases. 



Remarks. 



(x) Partial aeration of one lung; (9) one lung 
completely aerated 



x case; second twin; delivered by breech ex- 
traction 



x case; breech delivery; infant not asphyxiated 
at birth ......... 



x case; no other cause of death found at autopsy. 

1 case; associated with congenital narrowing of 

aorta and very patulous foramen ovule. . . 



Version 

Blood and mucus in stools six days before death. 

1 case; premature, 6% months; incubator; ga- 
vage 

1 case; simple atrophy; inability to digest and 
assimilate food 



x case; forceps delivery 

x case; natural delivery; R.,0. P 

Hemorrhagic ulcer at hepatic flexure of colon; 
a few sub-mucous haemorrhages in intestines 
and rectum 



Confirmed by autopsy and histories (maternal 
and paternal) 



No signs of broncho-pneumonia; liver, spleen, 
and long bones also gave evidences of 
syphilis 



No autopsy 

Autopsies by Dr. Burr and Dr. Westcott. 



Duration 
of Life. 



x hour. 
4 hours. 

xo days. 

4 days. 
6 days. 

5 days. 

6 days. 
18 days. 

xa hours. 
15 days 

9 days. 

6 days. 

7 days. 

10 days. 
3 weeks. 

7 days. 
15 days. 



500 North Twentieth Street. 
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VAGINAL INCISION AND DRAINAGE OF SUPPURAT- 
ING HEMATOCELES DUE TO ECTOPIC 
GESTATION.* 

By Charles P. Noble, M.D., 

Surgeon-in-Chief, Kensington Hospital for Women, Philadelphia. 

The first case of haematocele treated by operation was operated 
upon by Recamier, by vaginal incision. Recamier operated with 
the impression that the case was one of pelvic abscess. The same 
or a similar blunder was made by various surgeons, including Mal- 
gaigne. Until the comparatively recent discovery was made by Tait, 
that almost all cases of haematocele are due to ruptured tubal 
pregnancy, the settled practice was to use expectant treatment 
for haematocele, unless suppuration occurred in the mass, when in- 
cision and drainage was recommended. 'Undoubtedly many 
cases of suppurating haematocele due to extra-uterine preg- 
nancy were treated in this way, although the practitioner had no 
idea that he was dealing with ectopic gestation. Hermann has con- 
sidered the question of vaginal incision and drainage systematically. 
It is not my purpose to discuss the history of the subject, but merely 
to report two cases of suppurating haematocele which have been 
treated by incision and drainage. 

Case I. — Mrs. S., aged thirty-one, V.-para, was first seen De- 
cember 20, 1895. She had been in bed since September 21st, 
and had a distinct history of ectopic pregnancy with rupture. 
She was quite feeble from the long continuance of the pelvic peri- 
tonitis, and had lost about fifty pounds in weight. Operation was 
advised, but for a time not accepted. January 1st she was ad- 
mitted to the Kensington Hospital for Women, and on examina- 
tion it was discovered that a sinus was present behind the cervix, 
through which the femur bone of a foetus was removed. As her 
condition improved for some days after admission, she was not 
operated upon till January 14th, when the sinus was dilated and 
the vaginal wall incised and a pelvic abscess in front and to the 
left of the rectum washed out. Most of the foetus and clots had 

♦Read. For Discussion, see page no. 
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been discharged before the operation. She made an uninter- 
rupted recovery, and at this time is doing full work and feeling 
well. 

Case II. — Mrs. S., aged thirty-four, married fourteen years. 
She has had two children and three miscarriages. For the past 
year she has been ailing. Menstruation, however, was normal 
until October, 1896. She began to, menstruate at the expected 
time, but bled • very freely, and continued to bleed indefinitely. 
She had severe pain, paroxysmal in character, which lasted only a 
few days. The pain, together with the amount of flow, was suffi- 
cient to keep her in bed for a week, and she was in her room two 
weeks more. She improved somewhat, and was about the house 
for three weeks, however, having more or less pelvic discomfort; 
and during all this time there was more or less tendency to metros- 
taxis. She was then seized with violent pain and a tendency to 
fainting, and shortly after developed a temperature of 104 F., which 
persisted for four weeks, with a corresponding pulse rate of no 
to 130. I saw her first December 6th with Dr. Green wald. Her 
temperature was 102 , pulse no, and she looked quite feeble and 
anaemic. Upon examination, a large mass was found anchored in 
the pelvis behind the uterus and to the left. The uterus was pushed 
forward, upward, and to the right Immediate operation was ad- 
vised, and the patient was admitted to the Kensington Hospital 
for Women. December 7th, under anaesthesia, a semi-lunar in- 
cision was made through the vagina well behind the cervix and to 
the left. A pair of sharp scissors was then pushed into the mass 
and the opening enlarged by spreading the scissors in withdrawing 
them. The pus and broken-down blood clot was washed out by 
irrigation, and the cavity packed with gauze for drainage. No foetus 
was seen. The patient's temperature after the operation became nor- 
mal and continued so, and she made an uninterrupted recovery. She 
was discharged December 30th. 

These two cases have been reported to bring this subject to the 
attention of the Society, and to elicit discussion on the proper 
method of dealing with this particular class of cases of ectopic preg- 
nancy. That this plan of treatment is far better than a radical 
operation, either by abdominal section or vaginal hysterectomy, I 
have no question. Obliteration of the vessels in such cases has 
had time to occur, and the danger of haemorrhage from the tube 
or placenta is slight or non-existent. It converts what would 
otherwise be a grave operation into a very simple one. A further 



Digitized by 



Google 



The Philadelphia Obstetrical Society. 95 

advantage is that in many cases the fertility of the patient will be 
conserved. Radical operation by vaginal hysterectomy inevitably 
destroys this function. Abdominal section under these circum- 
stances is likely to produce the same result, as, owing to the pelvic 
peritonitis, in all probability the appendage not involved in the 
tubal pregnancy is bound up in fresh lymph, and would likely be so 
injured in removing the clots and in breaking up the fresh lymph, 
that its removal would appear necessary. The only objection to 
the method of operation is that a damaged appendage is left in 
the pelvis, which may subsequently give trouble. The answer to 
this objection is, that if a hazardous operation can be converted 
into a simple one in such cases as a general rule, in the exceptional 
cases when the damaged appendage does give subsequent trouble, 
necessitating a secondary operation, the risks will be at least no 
greater and probably much less than had a radical operation been 
done in the first place. 

I have been much pleased with the result secured in these two 
cases. In one the cure seems to be complete, as now a year has 
elapsed and the patient is entirely well. The other is too recent to 
estimate the ultimate result, but the primary one is all that can be 
wished. The incision should be ample and in the bottom of the mass 
to be drained, to secure good results. Tapping and mere punctures 
do not give drainage, and are to be condemned. 
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TRANSACTIONS OF THE PHILADELPHIA OBSTETRI- 
CAL SOCIETY. 

Stated Meeting, January 7, 1897. 

The President, E. K Montgomery, M.D., in the Chair. 

Plastic Surgery. 

Dr. Joseph Price made the following remarks: Both the sub- 
jects to be presented and discussed later are closely related to 
many experiences I have recently had or new ones I am about to 
have; for instance, successful perinaeal operations. I have now 
a patient who has had two attempts at the closure of a sphincter 
tear, both perfect and absolute failures; another, coming on the 
same day, had two attempts made at the closure of a vesicovagi- 
nal fistula in a primipara, neglected in labor and perhaps con- 
cealed throughout the early stages of labor. Two attempts at 
closure of fistula were failures. They are both interesting from 
the point of view that plastic surgery has been greatly neglected. 
These patients have had two operations without even diminishing, 
in the case of the fistula, the calibre of the fistula, and giving really 
more scar tissue than probably primarily existed. The presence 
of scar tissue and the loss of tissue in the complete sphincter tear 
is also an additional complication in regard to perfect cure. Only 
recently an editorial in one of the New York journals alludes to 
statements commonly made that "wc have tried and we have failed;' 9 
this amused me when I examined these two patients. I refer to 
the sphincter tear; one has a complete destruction of structures 
involved in injuries to the pelvic floor. These are unique cases 
from the point of view that plastic surgery is almost a lost art. I 
remember a few years ago, when the enthusiasm of abdominal 
surgery was so great, and I had a pupil write a paper which he 
prefaced "Plastic Surgery a Lost Art," and I have been impressed 
more and more with the fact that it is becoming really a lost art. 
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Clinical Report of One Year's Obstetric Work at the Preston Retreat. 

By Richard C. Norris, M.D. 

(See page 82.) 

Discussion. 

Dr. Norris: I should like some one to take part in the discus- 
sion of douches before and after labor. A great many obstetri- 
cians have done away with their use, feeling that they do more 
harm than good. And indeed it is a question in mind whether I 
should hold on to this practice after the principle "hold fast to 
that which is good until you find it is evil." 

Dr. Charles P. Noble: Obstetrical subjects are always of 
general interest, and this report of Dr. Norris' brings up so many 
points that the difficulty is to select those for discussion. The 
first point which struck me was the question of the condition of the 
patient after post-partum haemorrhage and the condition of some 
of the other patients after eclampsia. In speaking of the treat- 
ment of these conditions, Dr. Norris made no mention of the large 
usq of water. I have been very much gratified in my own work 
with the effect of large amounts of water introduced into the econ- 
omy, whether by the stomach, bowel, under the skin, or into the 
veins in these conditions, particularly in loss of blood. I read 
recently the statement by Dr. McBurney in the jubilee that was 
held in Boston upon the semi-centennial of the discovery of ether, 
that surgery had now arrived at a point where no one needed to 
die of haemorrhage because we could introduce enough fluid into 
the body to keep them alive. That probably was an extreme way 
of expressing the great value which the introduction of normal 
salt solution into the economy has come to occupy. While I do 
not know that I would take such an extreme position as to its 
value, I do think there is nothing which is of greater value than 
the introduction of a normal saline solution. Certainly in the case 
of aggravated post-partum haemorrhage I think this would be of 
the greatest importance. The simplest way to use it is to intro- 
duce it into the colon, and if that were not convenient, it can be 
very readily put under (behind) the breasts of a woman. I have 
never done it in a case that has just been delivered. The question 
would come up whether it would not interfere with lactation; if 
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so, it could be readily put under the shoulder-blades or into the 
veins. I would strongly recommend in all such cases of exsan- 
guination that the saline solution be tried. 

Some years ago I saw a case that had violent eclampsia with 
Dr. M. B. Miller. Dr. Miller had had quite an experience at that 
time in an insane asylum, and being accustomed to feed patients 
through a stomach-tube, it occurred to him to treat eclampsia by 
introducing fluid through the stomach-tube, through which he re- 
peatedly introduced large amounts of water with very satisfactory 
results. I am sure, in the treatment of eclampsia, the introduc- 
tion of large quantities would be of great value no matter how you 
put the water in. I am sure it cannot help but be of great value 
in this condition. 

The case of placenta praevia, I think, was treated most admi- 
rably; and it seems to me that the treatment of placenta praevia is 
no longer an open question. Delivery should be effected as soon 
as "diagnosis is made." Version by the bipolar method of Brax- 
• ton Hicks, as shown by Lomer, or partial separation of the lower 
attachment of the placenta according to Barnes and Murphy, fol- 
lowed by bipolar version in bad cases, or by leaving the case to 
nature in simple cases, has rendered the treatment of placenta praevia 
most satisfactory. These methods, promptly carried out under 
asepsis, will give almost a nil mortality. 

I feel very much as Dr. Norris does about the question of the 
applicability of strict laboratory work to clinical medicine, namely, 
it is so possible that all conditions that prevail in clinical work 
do not prevail in laboratory work that the direct transmission of 
one field to the other is very liable not to give direct results; so 
that we must look upon these investigations as advisory anH sug- 
gestive rather than conclusive; and where one has had such ad- 
mirable results as the report by Norris indicates have been ob- 
tained in the Preston Retreat, I think this proves he is following the 
right course. 

As to the ante-partum cjouche, I have said on a number of occa- 
sions the best time to use it is long before the woman falls in 
labor. To put the matter in another way, it is the business of the 
practitioner, when he is engaged to attend a woman in labor, to 
find out whether she has healthy genitalia; and six weeks or two 
months before labor he should make such inquiries to know 
whether she has a puriform vaginal discharge, and he should use 
local treatment to cure her gonorrhoea or vaginitis before she falls 
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in labor. If, however, he does not see her before she falls in labor, 
if I were in charge of an obstetrical institution I should certainly use 
it, unless one had such admirable laboratory facilities that the vagi- 
nal secretions of every woman could be examined by competent, 
thoroughly reliable bacteriological investigators. Then, if no 
pathogenic genns were found in the vagina, there would be no 
occasion for douching. Certainly where institutions have no such 
facilities I think ante-partum douches should be used. In private 
practice, with healthy genitalia ante-partum douches are not called 
for. I should like to ask whether craniotomy was done upon a liv- 
ing baby. 

Dr. Norris: No; the child was dead. 

Dr. G. M. Boyd: I enjoyed Dr. Norris' paper very much, and 
I see the good work of the Preston Retreat has continued, and that 
the average mortality of one-half of 1 per cent., which I think is 
about the mortality of the modern institution, is even less in that 
institution. We had five deaths in our first one thousand cases at 
the Philadelphia Lying-in Charity (in my connection with the in- 
stitution) and six or seven in the second thousand. The Sloane 
Maternity reported eight deaths in the first one thousand cases. I 
believe, though, the mortality of a maternity depends very much 
upon the work done, as I have stated before, whether or not you 
are a teaching institution or whether or not you have the privilege 
of (to a certain extent) selecting your cases — if you are centrally 
located and ready to receive emergency cases or not. Many of 
these cases will present themselves under unfavorable conditions, 
and the maternity mortality will be greater, so also the infant mor- 
tality. It is the rule of the Lying-in Charity to give each patient 
an ante-partum bichloride douche, and post-partum douching is 
also carried out irregularly, but it is frequently resorted to. 

I am very glad to hear Dr. Norris allude to the fact that infec- " 
tion of the perinaeum and vagina often exists, and that the atten- 
tion of the practitioner should be called to that fact Very often 
the uterus is irrigated when the infection exists in the perinaeum 
or in some laceration of the vagina or cervix. Some time ago I 
reported a case to the Society, one of puerperal pelvic cellulitis, 
which I followed closely, and which I was sure had developed 
from an infection of the cervix and vagina; the uterus was not in- 
volved; and in that paper I divided the birth canal into three por- 
tions: the perinaeum; the second portion from the perinaeum, 
including the cervix; and the third, the body of the uterus. We 
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should find out, if possible, definitely the source of the infection. 
I think the explanation of the elevation of temperature in a mater- 
nity, and where cleanly work is carried out, is frequently an infec- 
tion due to laceration of the perinaeum or some portion of the 
vagina, and it is a wound infection, an infection in which the uterus 
is uninvolved. an infection which yields promptly to local treat- 
ment and careful douching. 

Dr. Joseph Price: Dr. Boyd's allusion to the mortality in 
teaching institutions I think is an error. The Sloane is really a 
teaching institution; it belongs to a school largely organized for 
that purpose. My experience in public work differs entirely from 
Dr. Boyd's; for instance, the mortality in the Philadelphia Dispen- 
sary always stands below i per cent. ; we usually lose one case (not 
seven or eight) in iooo, notwithstanding 104 pupils do this work 
yearly week after week, with a number of assistants or aids. When 
they fail to call or find one of three or four 'assistants they call in 
near-by physicians, and I notice death occurs in one of these cases, 
when some one comes in in a loose, indifferent way, terminates 
labor, smiles at the student, and leaves. This has recently occurred, 
and I questioned the student, when relating the case to 
me, as to whether the man he had called in had observed pre- 
cautions in his own toilet, without asking any names, and he as- 
sured me that he had not. Whether the student was capable of 
judging I am not prepared to say; but my own experience for a 
number of years in a teaching institution (and I allude to this sim- 
ply to emphasize the reference Dr. Norris has made to the ante- 
and post-partum toilets) is that in just these institutions that follow 
the most careful cleanly practices they have the lowest mortality. 
The Retreat has taught more practical obstetrics in the last fifteen 
years than any institution I have any knowledge of. It has given 
the profession the world over an object lesson. While the Retreat 
is far from being an ideal institution, if I owned it I would evis- 
cerate it to-morrow; it is an old and decomposing institution. 
The very sills and floors are decomposing. I remember very well 
when I took charge of it the windows, the framework, the joists 
had to be repaired to hold it together. It is an enormous institu- 
tion, and would require many thousand dollars to put it into an 
ideal condition. Notwithstanding these facts, when first con- 
structed it was used for a long period for a Children's Home. 
When first opened for a maternity there was a series of 250 deliv- 
eries or more without a maternal death. That at that time was an 
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immense series of cases. It was the only institution without mor- 
tality at that time, and later, after the adoption of the gospel of 
cleanliness and post-partum and ante-partum douching and toilets, 
nothing could be more gratifying, nothing could fortify our posi- 
tion more than these facts, and you will find it true all over the 
country, as soon' as some laxness occurs in practical maternity 
work the mortality runs up. When maternity work happens to 
be under discussion in societies throughout the world the mortal- 
ity is low or nil. The hospital mortality always seemed to be low 
when such records were under discussion; but just as soon as 
puerperal sepsis and extirpation of the uterus curettement or drain- 
age comes under discussion then everybody has a gre^t many 
cases and deaths to report; surely some of these deaths must 
have occurred in the maternities because something is evi- 
dently wrong. Every wound throughout the course from the 
placental side to the outlet is a surgical injury, and you. should 
treat it as we do wounds of any part of the body, and the 
same preparation should be taken that we observe , in ovariot- 
omy and hysterectomy; it is just as vital and as important, and 
you get after such toilets precisely the same results, and I am 
really surprised that men who do ordinary surgery Should come 
into this Society and condemn clean maternity work. I am al- 
ways surprised and chagrined to find a man do so. You find men 
report a case of this kind. One recently occurs to me. Some one 
reported a Caesarean section; he expressed his disgust for a ster- 
ilizer; he said he rejected everything and boiled his materials and 
instruments one and a half hours, and his result was perfect — he had 
a perfect recovery. He evidently expressed his disgust for some 
of the spurious preparations you have seen recently; and if you will 
question your friend returning from Europe closely as to the Lon- 
don mortality in abdominal surgery, you will find it is verv high. 
I see that the London papers have taken up some of the comments 
of the Americans as to their carelessness and indifference and 
sloppy surgery. I will simply say in the last year I have done the 
best surgery of my life. I could not possibly under any circum- 
stances duplicate it. I have even placed nurses, under the threat 
of excommunication, and I have secured by just that everlasting 
vigilance and West Point discipline results that cannot be dupli- 
cated by myself. I wondered at one time, when Mr. Tait reported 
his 146 ovariotomies, whether it was really true; but I am pre- 
pared to say I believe it now because I have had a series of large 
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proportions, have not lost one case, notwithstanding they were 
pus cases, typhoid perforation cases, and I have done it by an ever- 
lasting grind. And I insist that that same grind should be made 
in our maternity work, and the Retreat is our most grinding insti- 
tution. The cases that go to the Retreat are far from favorable 
cases. It is a common thing for a woman to walk in there with a 
dead foetus between her legs, or to be shipped there, and from the 
fact that her previous labors have been trying and complicated she 
is often counselled by her physicians to go to the Retreat. 

I wish to congratulate the doctor upon his particularly good 
results in eclampsia. He has now reported a second series, the 
last shorter than the first, and there is no class of cases more 
trying. 

There is one question I should like to ask him — that is, in re- 
gard to the eyes. 

Dr. Mordecai Price: I would like to call attention to one 
thing, simply to emphasize it. I am thoroughly in accord with 
the belief that where douches are indicated, either before or after 
labor, they should be used; but in cleanly women, who are un- 
questionably in a perfect sanitary condition in their sexual organs, 
I do not believe that douching is indicated either before or after 
labor, where everything is natural and as the physician would de- 
sire; but my reason for calling attention to this fact is this: that 
within the last week I have seen three or four cases of perfectly 
natural labor followed by high temperature in three or four days 
that had been douched with bichloride solution, with one or two 
exceptions, and just as soon as the bichloride douche was forbid- 
den, and simple warm water was used instead, I, fearing that there 
might have been some injury, and that injury not apparent at the 
time I examined the case, I felt that the hot water could do no 
possible harm and might do some good. The temperature at once 
dropped to normal without any treatment whatever. I have seen 
this in not one case, but in dozens of cases within the last three or 
four years, until I begin to feel the question is not, Is there any 
injury? but, Are you using i to 4000 bichloride douche? I have 
seen an immense amount of harm by douching and continuous 
douching after labor, and I believe we can easily avoid this if we 
are simply careful. I believe one douche after labor is not objec- 
tionable, nor do I believe that it does a particle of good in a 
healthy woman. I am confident that hot water in a case even of 
injury is all-sufficient for a perfectly aseptic recovery of a wound, 
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and I am confident that when it is taught in <?ur obstetric schools 
that douches ought not to be used in private practice except where 
there is absolute injury, where there have been instruments used, 
where the hand has been introduced for podalic version, or uterus 
handled for some operation during delivery, where douching might 
be indicated. But in a natural labor in a healthy woman I think 
the rule should be to let Nature alone. 

Dr. E. E. Montgomery: I would like to ask if the members 
of this Society have seen any cases of mercurial poisoning follow- 
ing the use of bichloride douches. I saw a case recently in con- 
sultation with a gentleman, where mercurial douching had been 
pursued 1 to 3 or 4000 solution used once daily, and patient suffered 
from most violent mercurial poisoning, so much so that she was 
unable to eat for some length of time and subsequently died. 

Dr. John C. Da Costa: I can answer your question, I think, 
as to poisoning from mercury from douche, not, however, after 
labor. I have had two cases within the past few years in the 
Jefferson Hospital in which 1 to 2000 bichloride douche was used; 
in one case the whole mucous membrane of the vagina and the 
mucous membrane of the intra-vaginal portion of the cervix 
sloughed off, leaving a perfectly raw surface; in the other case it 
did not slough off entirely, but only partially. 

In regard to douching before and after labor, my ideas are 
very much in accord with those of Dr. Mordecai Price. Nature 
has been confining women for about six thousand years without 
ante-partum or post-partum douches until the last ten or fifteen 
years, and we certainly did not have a very great mortality. I 
can remember about sixteen or seventeen years ago, when I was 
working at the Lying-in Charity before the days of antisepsis, we 
knew nothing of vaginal douches, either before or after labor, 
except the directions of Dr. Albert Smith, that in cases of post- 
partum haemorrhage we were to use hot-water douche. We were 
attending women in the lanes and alleys of Philadelphia, and more 
than once I had to give the husband money to buy the soap for 
use in washing our hands, yet the mortality was only a quarter of 
one per cent., one woman in 400, half the mortality of the present 
day. 

I was talking a short time ago with a very prominent alienist, 
and he was asking about ante-partum and post-partum douches, 
and he told me since douching has been so marked a feature of 
labor that the number of cases of sepsis during the last ten years 
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that were brought to him among insane patients were very much 
more than they had been in the previous ten years. I think he 
said in the first ten years there were two cases, in the last ten years 
there were 28. He took the ground that the sepsis was introduced 
by the doctor himself from the outside. 

Dr. Joseph Price: I would like to say a word in regard to the 
conditions that have changed greatly. In old times, while people 
were cleaner than they are at present, or during non-specific days, 
I would go further and say, while the surroundings were better, 
as to the specific condition of affairs in city life that matters have 
changed greatly. Several years ago I wrote to physicians in 
healthy rural districts as to maternal mortality. The replies con- 
vinced me that mortality is what we would naturally expect among 
a clean class of people, free from contaminating troubles, clean men 
and clean women, and these conditions exist here as well as there. 
For instance, half a dozen of my friends were married about the 
time I was married; I expected all of them would have families, 
and they all have. I knew them to be Bible-virtuous. At the 
same time I knew half a dozen who were not; many of them have 
no children, and in others their wives have been diseased. At 
college the same condition existed. Some of my friends married; 
either their wives are ill or sterile, or have been the subjects of 
surgical interference, but the Bible-virtuous men have large fami- 
lies now. But right here let me say that we know perfectly well 
that 96 out of 100 men above the age of twenty-two in large cities 
have been the victims of gonorrhoea or something worse. There- 
fore the wives of these men should have an ante-partum douche 
and a post-partum douche, first to save the child's eyes, and then to 
save the woman, and these facts you can simply stamp right here 
from clinical observation. 

Dr. Carey: I will report another case of mercury poisoning, in 
which douches were used in 1 to 2000, the condition was accom- 
panied by spongy gums, foetid breath, mercurial sore mouth, and 
profuse diarrhoea supervened, and that was followed in a few davs 
by mucus and bloody stools and tenesmus. The patient was in very 
great distress for a few days, but finally recovered. About a year 
after that the patient was again confined prematurelv and died of 
sepsis. The douches were not used a second time. 

Dr. C. P. Noble: The first five years of my practice I spent in 
the Lying-in Charity just about the time of the first f wrote about 
douches. They were used very strong and very frequently, and 
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yet the only puerperal case that I ever saw affected amounted only 
to mild salivation, so that the percentage of cases must be low. In 
my surgical work I have been probably influenced by this fact, and 
I have not been as rigid as I might have been, yet in all my surgi- 
cal work there has been possibly no poisoning at all. There was 
one patient I operated upon for sarcoma of the uterus, with very 
stinking, sloughing discharge, where, wishing to have the vagina 
aseptic, I ordered wet bichloride packing in the vagina, let it stay 
there all night, and operated the following morning. The night of 
the day I operated the patient had dysenteric stools which I thought 
might be due to poisoning. Otherwise there has been no sublimate 
poisoning. 

Dr. J. M. Fisher: I would like to ask Dr. Norris, in reference 
to the examination before delivery, how often patients are gener- 
ally examined before labor sets in. I think a great deal of infection 
comes from frequent examinations, in spite of antiseptic precautions. 
I think that the reason why so many women in the country are 
delivered without any post-partum range of temperature is due 
to the fact that the doctor very often does not get there until the 
baby has been born, and therefore does not have an opportunity to 
make more than one or two examinations. I do not recall a case 
where the child was born before the arrival of the doctor where there 
was any trouble subsequently. 

In reference to douching, it is well to bear in mind that there 
is another organ besides the finger that may carry infection to the 
parturient tract several days even before delivery, and I think in 
the absence of bacteriological examination it is well to give an 
antiseptic douche. I had one case in my practice of bichloride 
poisoning from douching on the part of a nurse, although the 
douche was not ordered in the case. The patient thought she could 
not pay me for attendance after delivery, so the nurse was left in 
charge; I was sent for subsequently because the patient had bloody 
stools, spongy gums, etc., and on inquiry learned that the nurse was 
giving bichloride douches several times a day. I have been im- 
pressed with the fact that in Dr. Norris* report there were so few 
lacerations of the pelvic floor. I am sure laceration of the pelvic 
floor is very much commoner in ordinary practice, and I think it is 
important to know the position he places the patient in for delivery, 
and the means adopted to prevent the accident. 

Dr. Maier: I do not think that examination is so liable to cause 
infection as does Dr. Fisher. That a large number of women suffer 
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from uterine inflammation there is no doubt. We know, too, from 
investigations, of the presence of micro-organisms in the cervical 
canal and vagina of many healthy women. These are only awaiting 
more favorable conditions to become virile; conditions which are 
certainly predisposed to by the abrasions and lacerations consequent 
on the passage of the child's head through the genital tract. I think, 
therefore, that these surfaces should be treated surgically, and to 
that end would favor the use of douches. My belief is that it would 
not make so very much difference in the mortality, yet anything 
that would lessen it at all would be worthy of the profession going 
to a little greater trouble. 

Dr. Stubbs: It seems to me some of the advice you have given 
here to-night applies more to public institutions than it does to 
private practice. I remember very well a bright young physician 
in Wilmington who was going to wait on a lady in coufinement; 
he called to measure her pelvis, and the next day she sent him a 
note that she did not care for such "tomfoolery," and had gotten 
another physician. In the same way I find people object to vagi- 
nal douches before labor. It is a difficult matter to enforce and 
carry out. You say in public institutions it has to be done, and carry 
it out. In private practice they will say, "I will get someone who 
won't do it," and you lose the case. 

I agree with Dr. Mordecai Price that douches 'do a great deal of 
harm and are a source of a great deal of trouble. 

Dr. Burgess: Some years ago I had an opportunity of examin- 
ing the pelvic organs of 27 women who died of puerperal sepsis, 
and in these cases there were lesions of continuity either in the 
cervix or vagina, there were raw surfaces open ready for the recep- 
tion of poison if present. The question must naturally suggest itself, 
What are you going to do to prevent it? In the presence of infec- 
tion something must be done. 

Dr. Norris: In closing the discussion, I will endeavor to reply 
to the several questions asked. In the first place, Dr. Noble per- 
haps did not hear my statement as to the use of saline transfusion 
in the eclampsia cases. One case that was reported to-night 
received an enema of eight ounces of normal salt solution every 
four hours for thirty-six hours. Aside from the use of normal salt 
solution after severe haemorrhage and in the presence of kidney in- 
sufficiency to help the elimination of toxines that are stored up in 
the woman's system, an interesting phase of the use of saline in- 
fusions is that recently proposed for the treatment of septicaemia, 



Digitized by 



Google 



The Philadelphia Obstetrical Society. 107 



and based upon the belief that these infusions will produce leuko- 
cytosis, and thereby help the woman in her battle against sepsis. 
In every case of sepsis with which I have come in contact during 
the last four months I have used injections of normal salt solution 
as an adjuvant to other treatment, and the results will be pub- 
lished at a future time. So thoroughly convinced am I of the 
value of saline transfusion, that I think a suitable nozzle (practi- 
cally a large hypodermic needle, since an ordinary hypodermic 
needle will not be sufficient) should always be a part of the obstet- 
rician's armamentarium, and I should as soon think of going to 
my obstetric cases without my forceps as without an instrument 
for the subcutaneous or intravenous injection of normal salt solu- 
tion. 

As to the Retreat not receiving emergency cases, it is just such 
cases that bother me most. If the women were under my super- 
vision earlier in their pregnancies I would have more nights of 
comfortable rest. I have had 1 death in 745 cases. That case was 
brought to the Retreat so ill she could not lie down in the ambu- 
lance, and was compelled to sit on a chair. Only to-day I author- 
ized the admission of a patient who will enter with very serious 
and advanced heart disease. Eclampsia cases come on me sud- 
denly. If I get the women in time, and can make repeated exami- 
nations, I have the cases under my control, and with the opportu- 
nity to induce labor I feel sure I can save many of the cases. 

The number of deliveries has increased since my service at the 
Retreat, for what reason I am not absolutely certain. I believe my 
occupying a position as a quiz master previously, and having in- 
structed large classes of students, may have something to do with 
it, since many of these men are practicing among the poor, and I 
find they frequently refer to me patients who promise difficulty. 
With 745 cases in less than three years, while in Dr. Goodeirs time 
the annual average was 120, and in Dr. Price's the largest number 
for a year was 199, I am certain that if the accounts were cast up, 
so far as concerns complicated labors, and especially eclampsia, 
there would be no discredit on my service. 

It is true that the Retreat is not a teaching institution, and it 
is a pity that so much material should go to waste. I believe with 
proper supervision of students there is very little risk. The out- 
patient obstetric work of the students at the university is very sat- 
isfactory. Indeed, they often have less assurance than the average 
hospital interne, and their work is consequently less meddlesome. 
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As to the babies' eyes; for more than two years I have had no 
cases at all of ophthalmia. It is Dr. Price's belief that the ante-par- 
tum douche is a preventive of ophthalmia. It is my belief that while 
it may assist it is not an absolute preventive of ophthalmia. In 
spite of the ante-partum douche I had four or five cases in my first 
year in the Retreat. Then I began the Crede method, which to 
some men seems cruel, because it produces sometimes a mild con- 
junctivitis, which lasts twenty-four hours; but with at least 500 
cases without ophthalmia I pin my faith to it, and believe that if 
we make some babies' *eyes sore for a few hours and protect one 
from gonorrhoea the balance is distinctly in favor of that method. 
I think it is dangerous to teach the rank and file of men in prac- 
tice to use ante- and post-partum douches. Many of you have 
seen the kind of syringe carried in the obstetric bag to be used for 
the post partum douche — a dirty rubber syringe, with a dirty 
nozzle. I have seen a man take a dirty catheter out of a drawer 
and hand it to me to catheterize his wife, and yet he was a physi- 
sian. Such men cannot with safety use post- or ^nte-partum 
douches. 

No one can use bichloride solution in the vagina day after day 
without destroying tissue and putting women in the very position 
for micro-organisms, if they gain entrance, to produce widespread 
and destructive changes. 

At the Preston Retreat the patients very rarely receive douches 
in the puerperal period. If there is a slight rise of temperature, 
with some odor to the discharge, the nurse knows at once that 
when I go into the ward she must have in readiness sterilized in- 
struments, including a speculum, in order that I can inspect the 
vagina from cervix to vulva, using an electric head-mirror in many 
cases. If a douche is to be used, I use 2 per cent, creolin solution. 
The water must be boiled, since water that is not sterile is a source 
of danger. 

Now as to the antiseptic value of the ante-partum bichloride 
douche, for my own part, I scarcely believe that a douche of one 
quart of 1 to 4,000 bichloride of mercury will destroy all the micro- 
organisms that may be in the vagina. I believe the effect largely 
is mechanical. In my private practice I never think of using ante- 
or post-partum douches, except under the circumstances detailed 
in my paper this evening. If, on the first examination of the 
woman, there is a greenish or dark brown discharge, I thoroughly 
disinfect the vagina, and if the woman is finicky and finds fault. 
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a little tact and explanation will overcome her objections. The 
choice of antiseptic, however, is immaterial, but bichloride is con- 
venient and always readily carried and is a useful one. In the puer- 
peral period in hospital work I use creolin. 

As to the cases of poisoning, a 1 to 2,000 bichloride douche is 
used before and after labor at the Preston Retreat. I have had a 
case of tender gums and slight salivation following a single douche 
of 1 to 2,000 used after labor. That is the only case I have seen. 

The doctor has asked about the number of examinations; in 
my report last year I stated that they were as infrequent as possi- 
ble. There are those who declare that you must never examine a 
parturient woman for fear of infecting her. It is my practice, 
when called to a case, to cleanse my hands most thoroughly and 
to practice careful abdominal palpation, then to cleanse my 
hands again and make an internal examination. I never make 
another examination unless something occurs to make me believe 
that there is abnormal delay, and a second examination may then 
be made to determine whether or not to use forceps. If, however, 
there is a right occipito-posterior presentation or a face or a shoul- 
der presentation, I think a man who can cleanse his hands suffi- 
ciently to enter with confidence the abdominal cavity need not fear 
to repeatedly introduce his finger into a woman's vagina. Back- 
ward rotation or other complications could be recognized and 
promptly met if examinations are made at intervals in complicated 
cases, but always with clean hands. 

Last year my report showed that there were 44 lacerations of the 
perinaeum in 500 cases; this year, in 245 cases there were 17. I be- 
lieve this difference is due to the fact that there have been a larger 
number of multiparae and to the fact that slight lacerations of the 
perinaeal body were disregarded. Doubtless it is best to repair even 
the slightest laceration ; but a busy man will sometimes neglect such 
cases. I never neglect the repair of the slightest tear extending up 
one or both vaginal sulci, operating with the same care and in the 
same manner as recommended by Emmet for secondary perinaeor- 
rhaphy. The time to treat the injury and promptly bring about its 
repair is immediately after labor. 

I feel very strongly about this subject of douches, and yet I do 
not wish myself to be understood by those who read the Transac- 
tions of this Society that I approve of routine ante- and post- 
partum douches used by the general practitioner. To him I would 
hold up my hand in warning and say, "Keep yourself clekn and 
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let Nature take care of the germs in your patients in the large pro- 
portion of cases." 

Vaginal Incision and Drainage of Suppurating Hcetnatoceles due to 

Ectopic Gestation. 

; By Charles P. Noble, M.D. 

i ' (See page 93.) 

Discussion. 

Dr. Norris: I was very much interested in Dr. Noble's report 
of these two cases. The point, as I understand it, is that in old 
cases of pelvic suppuration vaginal drainage is a temporizing plan, 
or in the end perhaps a curative plan of treatment. It seems to 
me that is simply coming back to the old-time treatment of pelvic 
abscess — the plan used by our fathers, and many cases were 
cured by them. I believe with Dr. Noble that often it is a life- 
saving measure. I have one patient about to be married a second 
time, in whom drainage of an abscess was secured through the 
vaginal vault, and she is perfectly well. There is still a small 
thickening to be made out in the region of the right tube and 
ovary. A year has passed by, and I believe it is a practical cure. 
I have, however, read of two or three cases where this treatment 
has been attempted too early and the operator found himself in a 
plight. The point is to drain the abscess and give the patient a 
chance to recuperate, and, if necessary, operate for the removal of 
the disease that remains when subsequent trouble arises. It is 
rational practice, and has proved efficient in some cases in my 
hands. 

Dr. Joseph Price: Dr. Norris has stated, and stated correctly, 
that this is a return to ancient treatment; the tendency at present 
is to the ancient treament — that of vaginal incision. This many 
of us lament I daily call attention to that fact. For instance, 
to-day, in three sections for pus, bilateral in nature, multiple in na- 
ture, huge pus tubes and huge ovarian abscesses with universal ad- 
hesions to small and large bowel, and with the omentum tied down. 
Obtaining specimens is not the important point in the operation; 
but leaving conditions as near normal as possible, by repairing 
the small bowel and relieving adhesions, this is the most important 
feature of the operation, and it is a daily demonstration of the 
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folly of continental operations by incision and drainage, and even 
that of extirpation of the uterus and leaving specimens, as in many 
cases practiced on the Continent. An allusion is made to Mr. 
Tait and his early work. I have myself never seen a pelvic 
hematocele. I know absolutely nothing about the classical pelvic 
hematocele of the books, unless it be due to a darning-needle, a 
plunge of some instrument into one side or other of the uterus. I 
have seen such cases due to instruments, stabs or thrusts. Thus 
twelve or more cases reported by Mr. Tait of a boggy mass right or 
left of posterior; accepting his diagnosis, I would open over the 
abdomen and remove the ectopic sac. I would not hesitate to open 
the abdomen and remove the mass. In Dr. Norris* case I should 
hardly think the woman safe with the mass remaining, even if as 
large as a black walnut. In that case he has the additional com- 
plication of a cicatrix and anchorage when it falls into the hands 
of the next man, which will complicate the procedure. If any one 
of you to-morrow have the choice of enucleation of glands from a 
neck that has already been incised and drained or one that has not 
yet been touched, you will accept the one that has not been ope- 
rated upon, will you not? I have done a good number of opera- 
tions. This procedure will give you one hundred women to sing 
your praises, and large numbers will return to others for completed 
procedures; and it is just so in these ectopic cysts. You can often 
peel them off as you would an orange from its peel. This week I 
peeled out an ectopic sac without a ligature, and I stated, after 
freeing bowel adhesions — rather, I asked if it would be a justifiable 
procedure by the vaginal route — and they all agreed that it would 
not This woman has been ill and has been treated by a number 
of physicians, and she was ill when I operated, and yet she has 
made a beautiful recovery without a hitch. I do insist, while the 
profession is returning to primitive operations, I insist there is a 
degree of surgical timidity in it. A few years ago I said to 
Dr. McMurty, of Louisville, "Pelvic surgery, as we practice it now, 
will be a lost art ;" but I did not think that I would live to see it. I 
said if by an act of Congress we were compelled to do vaginal work 
I would give away my bag. I have large numbers of cases coming 
to my hospital after vaginal incision. I have one to-morrow which 
is septic, and I am going to do a section. I am going to remove the 
puriform collections. I have a cicatrix, and I am going to have in- 
creased haemorrhage and shock from the vaginal cicatrix to com- 
plicate my procedure. You remember the historical instance of the 
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woman from California who had had three or four tappings by a 
celebrated Scotch surgeon. She returned the fourth time to Europe 
for Mr. Tait to remove the cyst, emaciated, feeble, and exhausted 
for a complicated procedure. Four attacks of localized peritonitis 
had complicated her condition and increased the shock, and in the 
enucleation of this cyst he lost her, and he said to the world, 
"Keith is responsible for this woman's death; I am not." I feel 
the same way. Reasoning that "If I have an ovariotomy done I lose 
my patient; if I tap her I get twenty-five dollars each time I do it," this 
explains the action of some physicians. I insist upon it, all these 
operations can be done with a very low mortality In a series of 
142 abdominal operations for extra-uterine pregnancy, two I lost 
because I did not know enough about saving them at that time. 
In that number many were suppurating, and they were very 
purulent and offensive; there is no class of cases more so. It 
is so very foul and offensive it almost drives the crowd out of the 
operating-room. One or two pitchers of water generally brings 
the patients up. 1 have seen them myself with a temperature of 
105 , with an old septic necrotic sac. I remember, some years ago, 
going to Pottsville to see a case of that character that had been 
punctured and repunctured and a drainage tube passed around her 
pubic arch, and when I saw her she had seven sinuses fore and 
aft, and I did a section and got rid of a large quantity of pus. So I 
realize that a simple puncture with drainage with these patients 
will improve temporarily only; but you can get cures by a per- 
fected procedure. In the last ten years I have incised one vaginal 
vault, and I regret that. 

One of the cases reported this evening has been previously re- 
ported as a pelvic abscess and is on record as such. 

Dr. Carey: Simply because puncture of the vagina was re- 
sorted to in Dr. Noble's case, it seems hardly fair to say that a person 
who will puncture a vagina in a case of this kind is timid. As 
surgeons of course we should consider the chances of the patient 
to get well in every operation we undertake, and in this class of 
cases, it seems to me, puncture of the vagina will give the patient 
a very much better chance to get well than more radical opera- 
tion. Of course that would be the desirable operation (the ab- 
dominal) if the risks were not too great. From the cases recorded 
we know these cases have done very well. The second case Dr. 
Noble reported I saw him operate upon. I know, from an exami- 
nation of that case, that the patient's chances for recovery follow- 
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ing radical operation would have been exceedingly feeble. I 
doubt if she would have lived through the operation As you have 
heard, she did make an excellent recovery. I am sure the chances 
for recovery after puncture in this case is as good as chances for 
recovery in pyosalpinx after rupturing through the bowel. I have 
in my practice a patient who nearly seven years ago had pyosal- 
pinx. Because the patient was in extremis Dr. Goodell refused to 
operate. Rupture occurred and she got well. 

Dr. George I. McKelway: The discussion has wandered from 
the subject of the paper, and has gone into the whole realm of pel- 
vic surgery. Dr. Price yields all for which he contends when he 
says that patients will undoubtedly improve after this procedure. 
Dr. Norris, when speaking of this operation, said it might be done 
tentatively. I have done it many times, but I have done it tenta- 
tively only. For instance, a woman will be brought into the Phila- 
delphia Hospital — possibly a case of neglected, traumatic, crimi- 
nal abortion, or of puerperal sepsis. She will have a collection of 
pus, sometimes amounting to pints, in her pelvis and abdomen; 
and I can see no reason why I should open her abdomen, with the 
practical certainty of distributing this pus throughout her peri- 
tonaeal cavity, and then trust to washing her out with any numbers 
of pitchers of water, when I can evacuate it with scarcely any risk 
through her vagina. If abdominal section be done primarily in 
such' cases, the result is most surely the patient's death; but if vagi- 
nal section, douching, and drainage be first done, her condition will 
likely be so greatly improved in three or four days, or perhaps a 
week, and to justify me in opening her abdomen and removing what- 
ever should come away. 

We see in the Philadelphia Hospital cases of such character as 
are not seen in the other hospitals in this city or in private practice. 
Many are police cases of syphilitic, prostitute drunkards, who, in 
their illness, hide away or are hidden away until a coroner's inquest 
is imminent, and they are then sent in, in a patrol wagon, with a 
lying history; or they are the abortionist's victims; or the 
wretched, poor, starved subjects of the midwife's ignorance, or of 
the medical student's campaign for experience. In almost every 
case immediate relief is demanded by the patient's condition. Ab- 
dominal section means death; vaginal section, etc., results, as Dr. 
Price states, in improvement. 

In such cases, in my judgment, it should always be followed 
by abdominal section when the woman's condition warrants it, 



Digitized by 



Google 



1 14 The Philadelphia Obstetrical Society. 

thorough exploration of the pelvic and abdominal cavities, and the 
removal of whatever should come away. This will usually be all of 
her pelvic organs. 

Dr. M. Price: The statement that these cases do get well, the 
fact that they recover from the immediate effects of the vaginal 
drainage is not, to my mind, a proof that the case has recovered. A 
few years ago, in this room, an extensive paper was read enume- 
rating a great number of cases, and, among others, two cases of 
my own that I had reported; one of them in consultation with the 
elder Keating, of what then, some fifteen years ago, was supposed 
to have been pelvic cellulitis ruptured through the bowel. That 
woman was supposed to have recovered; she never bore a child 
afterward; and only a few months ago I was called in to see 
her in a very dangerous sickness, and I made an examination, 
and found her pelvis again full of pus; and she told me, notwith- 
standing the fact that she had told me repeatedly from the time 
that she was attended that she was perfectly well, that from the 
time I attended her up to a few weeks ago, when I operated 
upon her for a complete removal of the trouble, she had 
never been absolutely free from suffering or distress, although she 
was thoroughly convinced that if she complained something would 
have to be done. The case was one complicated by rupture 
through the bowel in the first place. And as we claimed at the 
time, the case was cured. I have no doubt that of the greater num- 
ber of cases which were reported that night, nine out of ten of these 
cases died of some complication of the disease. I think the 
saddest case I ever saw in my life was in Germantown. One of the 
loveliest women I ever knew had been attended by three or four 
physicians who were afraid of abdominal section, and who drained, 
and in the course of two or three or four weeks it closed up; they 
again drained it, again drained, and then it became a question, 
owing to the woman's desperate condition. Her husband began 
to rebel against such procedures; but the woman was simply on 
the verge of death, and this operation through the vagina had 
opened the track for septic influences, had opened the track for 
poisonous material to infect the contents of the sac — for ordinarily 
the contents of the pus tubes are not definitely poisoned. I have 
seen all the viscera of the abdomen deluged with such pus, and 
with absolute impunity washed it out with a little warm water, and 
the case recovered completely. In fact, I would rather one hun- 
dred times to-day — if I were operating for statistics and for results 
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alone — I would rather operate on full-fledged pus tubes if I wanted 
a low mortality. I believe these cases recover better with drain- 
age than simple ovariotomy without drainage. I have seen a 
great number of cases; one recently with a number of adhesions 
to the pelvic wall and to the vaginal vault that had been made by 
frequent puncture in order to cure what they called pelvic abscess. 
Now, we. know as well as we know anything in pelvic surgery, 
they are multiple, or if they are not multiple they are situated in 
a locality that infection passes from the one we have opened into 
the other sacs of the tube or into the ovary itself, and infection 
takes place, and you are only putting off the evil day and adding 
an additional point of danger. Now, there are very few women 
indeed who come to such desperation that when the trouble is re- 
moved that the woman does not begin to rise at once from her 
condition and improves from that hour; and I think we are mak- 
ing a vast step backward when we begin to talk about curing these 
cases from the vagina. We are going into an ordinarily infectious 
neighborhood in order to do what we call clean surgery; and let 
me say the simple opening of an abscess in there is not a 
cure; the cause of danger and suffering is the adhesion of viscera; 
it is necessary for the health and comfort of the individual that 
you should remove these adhesions; you have left what is worse 
than pus, you have left a dragging mass. In the two cases reported 
by Dr. Noble the hole tends to make the patient violently septic; 
when the hole was already open it only required cleaning out of 
the cavity to give the woman a chance; the second case was as 
clearly one for section, loosening up adhesions, cleaning out the 
abdominal cavity, and leaving the woman in a perfect condition. 
There is no reason in the world why these women should die. I 
have not seen a pus case die because of operation; they are sick, 
they are septic. If your surgery has been done right it has given 
them the greatest relief. No drug, no saline injection, or anything 
you can do will be as valuable. If your work is done right your 
patient will recover; and when you do a vaginal operation you 
have simply opened the path for germs. There is nothing to jus- 
tify it. Yon can't go home and feel proud of your work. And 
do they get well? No, sir. I have seen any number of cases in 
this town that not only do not get well, but promptly die. I 
think we should call attention to this fact on all occasions. I 
think we should protect each other, and every way do as we 
would be done by; but we should also be just to ourselves, 
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we should be just to those who are working with us and in 
the same direction, certain procedures that are wrong, certain 
procedures that lead to destruction of the patient; we should 
be able to say to a man who resorts to them, "There was a bad 
result in the case you operated upon, because she is in my 
hands, and I am to-day treating her for the condition which 
you shirked." In this very room the assertion was made that 
curettement was curing many women of serious conditions, and 
cases were sent to the man who made the statement from 
all over the State and the country; but the cases were not 
cured; many of them have come to me and my brother for 
treatment; they do not return to the first physician, and I am 
sure many of them have gone to other surgeons. I have to-day 
two cases admitted into Dr. Joseph Price's Hospital, both curetted 
three months ago for intra-uterine disease, as they said, and clearly 
traceable to that man's work as ever I traced anything in my life, 
and why not tell him so? "I have three or four cases, Mrs. A, B, 
or C, on whom you operated; they have returned for worse con- 
ditions." There is nothing to hurt him; and then, when he comes 
to me and says, "Doctor, what are they?" giving number, ad- 
dress, and everything, and why not? Because that man is doing 
an immense amount of harm and does not know it. Do these cases 
go back to him? No, sir. I have heard men say that they have 
a number of times curetted and cured, and those very same men 
had patients lying in our hospital with pus tubes. If a man 
gets some cases I have operated on and failed to cure, it 
is right for him to let me know who it is, and let him tell me why 
I failed, and let him tell me I failed, and then we will get at 
the truth; but as long as we stand here and mention 
cases and mention that accidents have occurred in the hands of 
others, and we cannot tell the man to his face that such are 
the facts and such the conditions, we will never get at 
the truth. I asked a prominent surgeon, when we had a gentleman 
visiting us, "Do you ever see an accident occur from curette- 
ment?" And he replied, "No." I believe that man said just what 
he believed. That is it; we have them by the hundreds coming 
in for relief from this procedure. I reported to this Society three 
such cases, and the man who had operated on these cases got up 
and said any one who would curette these cases was an idiot or a 
fool, and I operated upon them and cured them. That man was 
honest; he meant what he said, but whv not tell him, "These 
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were your cases"? We need not complicate ourselves or bring our- 
selves into malpractice; we can be just as honest with our members 
as we are to ourselves; we can protect them to the fullest extent 
of the law because we believe them to be honest in the operation; 
if it were proven to them beyond dispute that these were conditions 
brought about by their operations they would quit it. 

Dr. C. P. Noble: The discussion has been upon almost all 
questions except my paper, which was not upon the vaginal route 
as a means of treatment of the diseases of women, but upon the 
treatment of a specific class of cases, namely, suppurating hsemato- 
cele by incision and drainage. 

I quite agree with Dr. Joseph Price as to the in frequency of 
hematocele except when caused by tubal pregnancy. I have never 
seen a hematocele caused in any other way, although I would not 
deny that an intra-abdominal vessel might bleed from other causes, 
especially from traumatism. 

Dr. Price opposes the plan of treatment advocated to-night, 
and advises abdominal section in all cases of ectopic pregnancy, 
whether the haematocele be suppurating or not, and charges 
all those who resort to vaginal incision in these cases — which, 
of course, includes myself — of timidity. I am quite willing to rest 
under this imputation, if thereby I can save a number of lives 
which would otherwise be lost. The statements of Dr. Price 
might have made a greater impression upon me were it not that 
most of the time I have been engaged in this work I followed the 
line of practice which he advocates; and it is because of the bad 
results which abdominal section gives in this particular class of 
cases, namely, large collections of pus in the pelvis, that for such 
cases I have abandoned abdominal section, and now resort to vagi- 
nal incision and drainage. The experience of all men who have 
reported . their work carefully has been that between twenty and 
thirty per cent, of this class of cases have died when operated 
upon by abdominal section, including the radical removal of dis- 
eased structures; whereas, by a free vaginal incision, followed by 
efficient drainage, the mortality rate is almost nil, a goodly per- 
centage of the cases is completely cured, and the remainder are 
so greatly benefited that if a further radical operation is de- 
manded it can be done with a minimum of risk. I quite agree that 
"sticking a little hole," a mere puncture, into a large pus accu- 
mulation in the pelvis is miserable practice; but this is not what 
is advocated. A free incision is necessary, preferably a semi-lunar 
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incision, so that a flap is formed which will favor drainage. So 
far in all the cases I have treated by this method, whether sup- 
purating haematocele or suppuration from any other cause, a prompt 
healing has been effected, and in not a single case does a sinus or 
fistule remain. 

Dr. Price objects to vaginal drainage on the ground that all 
cases so operated on will require a secondary abdominal section 
for their cure, and that the risk for this secondary operation will be 
greater than that of a primary cceliotomy I have no question 
that he is in error on both these points. When I began 
using vaginal incision and drainage for pus accumulation my own 
views as to the necessity of a secondary operation corresponded 
closely with those of Dr. Price; but experience has shown me that 
much better results can be secured by this method than I had sup- 
posed possible. The experience of others with which I am familiar 
amply bears this out, so that it can be said without exaggeration 
that not more than from twenty to thirty per cent, of these cases 
will require further treatment if the preliminary incision and drain- 
age is thoroughly practised. I must disagree entirely also with 
the contention that, should a- secondary abdominal section be re- 
quired, it will be more risky for the patient than if an abdominal 
section had been done in the first place. Patients having large 
pus accumulations are very sick and stand major operations badly. 
Many of them have been sick in bed with septic fever for weeks; 
they are emaciated; their nutrition is poor; their kidneys 
and other emunctories are crippled; the pulse-rate is rapid and the 
heart feeble; in short, the patients are typically bad subjects for 
a serious operation. If an abdominal section is done upon 
such cases, in order not to be fatal it must be hurried, the work in- 
complete; drainage must invariably be used; and if the patient re- 
covers, the abdominal and pelvic viscera are in scarcely if in any 
better condition than after a vaginal incision — as, very frequently, 
in these large pus accumulations it is necessary, in order to avoid 
a fatal issue, merely to drain the large abscesses and to leave the 
diseased tubes and ovaries in situ. We have all heard Dr. Price 
report such cases, and state that the object of the surgeon under 
such conditions must be to save life, and not to do ideal surgery. 
Vaginal incision in such cases saves the patient the risk of soiling 
the peritonaeum, with its resulting peritonitis; and also the very 
large risks in these cases of a ventral hernia. The abdominal 
wound under such conditions is always sutured rapidly and imper- 
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fectly; and this fact, together with the presence of the drainage 
tube, almost insures the subsequent occurrence of hernia. Dr. 
Price claims that a secondary operation in such cases, after vagi- 
nal incision, is greatly complicated by the cicatrices resulting 
from the incision per vaginanu This complication is inherent in 
the old methods which he still continues to employ, although most 
of us have abandoned them. He complains of the frequency of 
wounded bowels and of haemorrhage low down on the broad liga- 
ment. Both of these bugbears disappear if the Trendelenburg 
posture is used and a hysterectomy substituted for the removal of 
the appendages. Haemorrhage from the posterior face of the 
broad ligament ceases to worry the operator, as not only the 
ovarian arteries, but both uterine arteries are ligated, and the ragged 
area low down on the broad ligaments is covered over by the 
healthy peritonaeum which is stripped off the front of the uterus 
and broad ligaments. Should Dr. Price resort to these methods, his 
opinions upon these subjects, like those of the rest of us, will 
undergo radical changes. 

There is another point which must not be neglected. Most of 
us have gotten beyond the first crude stage of abdominal surgery, 
when the only thing we could do was to remove all diseased struc- 
tures. In the beginning this was good surgery, because it was the 
best that could be done for the patient; but the result was that 
all these patients were inevitably sterile. By resort to vaginal in- 
cision and drainage in the more acute cases of pelvic inflamma- 
tion, especially those of puerperal origin, and also in the more 
chronic cases of haematocele, including those that are sup- 
purating, we will be enabled to cure a goodly number of them with- 
out sacrificing their ferility. When one does an abdominal section 
in the midst of a pelvic peritonitis unilateral" in origin, if the pelvis 
is filled with exudata, by the time the appendages are freed the broad 
ligament on the good side will be so torn and the ovary look so 
bad that it appears necessary to take it out, and out it 
comes; whereas, in such cases, if drainage is employed, should it be- 
come necessary later to do a secondary operation, at the most only 
one appendage will require removal. I feel quite hopeful myself that 
vaginal drainage in acute inflammation will enable us to conserve 
one or both appendages in many cases, which heretofore it has 
seemed necessary to sacrifice. 

Dr. M. Price: Did you ever have an extra-uterine case have a 
baby afterward? 
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Dr. Noble: I saw one in my cases within a week. If I should 
look it up I am quite sure that I could report three or four. 

Frank W. Talley, Secretary. 
Official Transactions. 
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A CONTRIBUTION TO THE TECHNIQUE OF OPERA- 
TIONS FOR THE CURE OF LACERATION OF 
THE PELVIC FLOOR IN WOMEN.* 

By Charles P. Noble, M.D., 

Surgeon-in-Chief, Kensington Hospital for Women, Philadelphia. 

I wish to present to the Society the results of my work in the re- 
pair of injuries to the pelvic floor in women, due to lacerations sus- 
tained in labor. The first operations which I performed were done 
according to the technique of Hegar. The results secured when 
there was much injury to the pelvic floor were very unsatisfactory. 
I then learned the Emmet operation, and found this a very great im- 
provement over that of Hegar. I followed the technique of Emmet, 
as taught me by Dr. Kelly, for five years. I visited Dr. Emmet, 
who kindly showed me the operation, and I also saw it performed by 
Dr. Baldy and others. Five years* work with the operation con- 
vinced me that, while it is a great improvement upon any other 
operation in general use, it falls short of the ideal in several particu- 
lars. First, it shortens the posterior wall of the vagina ; second, and 
more important, it fails to restore to structural and functional integrity 
that portion of the levator and muscle which unites in the median 
line between the vagina and rectum. 

The anatomists teach that a slip from the levator ani on each side 
meets its fellow in the median line between the vagina and rectum, 
the ends uniting by a tendenous termination to each other and also 
to the external sphincter. In addition to this muscular union, we 
have the union of the transversus perinaei muscles, and the more su- 
perficial bulbo-cavernosus muscles. We are also taught that certain 
slips of the levator ani are inserted into the lateral walls of the va- 
gina and rectum. These structures, together with the pelvic fasciae, 
are those which are injured in lacerations due to child-birth. 

A service of five years at the Philadelphia Lying-in Charity, early 
in my work, gave me excellent advantages for studying the real na- 
ture of lacerations of the pelvic floor. I found, as have other ob- 
servers who have studied fresh lacerations, that these involved, 
almost without exception, the tissues of one or both sides of the 
vagina. The more superficial lacerations may involve merely the 
skin and subcutaneous tissue about the fourchette. This is a me- 
dian laceration. It is also true that lacerations which go through 

* Read by invitation. For Discussion, see page 141. 
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the sphincter may extend upward along the median line of the va- 
gina. With these two exceptions, I have never seen a laceration 
which extended up the middle line of the vagina; on the contrary, at 
or about the plane of the hymen the laceration is diverted to one side 
or to both sides, and tears along the lateral sulci. The laceration 
may extend up one sulcus or both sulci. From this it is plain that 
the structures which are torn are the transversus perinaei muscles, 
the pelvic fasciae, the slips from the anterior border of the levator ani 
which unite to each other in the median line, and it may be more or 
less of the levator ani on each side above and behind, where the 
muscle is attached to the vagina or rectum. I have seen lacerations 
which have torn widely through the levator ani and extended back- 
ward so far as to be entirely behind the rectum. Two lacerations of 
this character have come under my observation. In one the 
sphincter muscle was torn, in addition to the deeper structures. 

Having had the opportunity to study lacerations, I was quite pre- 
pared to accept the teaching of Emmet. Denudation, according to 
his technique, covers about the area involved in lacerations, and it 
seemed to me a logical method of operating. It gives an opportu- 
nity for the fresh attachment of the vagina to the levator muscles. 
It rolls in the everted structures when rectocele is present, and it 
gives an elastic pelvic floor. Other advantages are that primary 
union is almost invariably secured, and the amount of pain follow- 
ing the operation is, as a rule, not great. A very considerable expe- 
rience with the operation, however, convinced me of its shortcom- 
ings. To shorten the vagina is a matter of some importance in all 
cases, and in cases of procidentia it is a matter of very considerable 
importance. It has a tendency to pull the cervix forward, and to 
favor retroflexion of the uterus. The most important objection to 
the operation, however, is that it fails to bring together the muscu- 
lar structures in front of the rectum and anus which are normally 
present, and therefore it cannot restore the function of the pelvic 
floor perfectly. Having once satisfied myself of this fact, I began 
to diverge from the technique laid down by Emmet, along the lines 
which have led to the present method of operating, which I shall 
present to you. Before leaving the question of Emmet's operation, 
it will be well to point out wherein this operation must necessarily 
fail to give perfect results. The operation must necessarily fail to 
bring together the torn ends of the levator ani, because the denuda- 
tion is not deep enough to reach this muscle. No directions are 
given for exposing them and sewing them together, and therefore 
this is not accomplished. The same is true, of course, of the trans- 
versus perinsei muscles. Not only is this true, but the method used 
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of introducing the crown stitch of itself would prevent union of 
these structures, even though the denudation were properly made, 
because this crown stitch, introduced as it is from the skin surface 
of the labium, passes through the vaginal tissue just within the 
plane of the hymen, skips over the muscular structures, and is in- 
troduced into the central tongue of tissue, which is to form the pos- 
terior wall of the vagina, and then emerges through the opposite 
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Plate No. I. 

The denudation is shown with the tissues dragged downward and outward by the 
lateral tenacula. The labia are drawn apart, and the lower border of the denudation is 
made tense, thus altering the actual outline of the denudation. The plane of the tip of un- 
denuded mucous membrane on the posterior vaginal wall is one- halt inch above the plane 
of the hymen. 

Two sutures are shown which close the angles of the denudation in each sulcus. These 
sutures are passed superficially and embrace only mucous membrane and connective 
tissue. 
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vaginal and labial structures to correspond with the method of its 
entrance. When this stitch is tied it inevitably results in dragging 
the central undenuded tip of mucous membrane downward and in 
between the structures of the vaginal outlet, necessarily keeping 
their torn ends apart, and preventing union. These two objec- 
tions are fundamental to the Emmet operation, and result, especially 
when the operation has been done for extensive lesions in the pelvic 
floor, in a vaginal outlet which tends to gape, and which never has 
the contractility of the normal pelvic floor. 

Emmet, in his work on gynaecology, in describing his perineal 
operation gives no direction for any special effort to secure the torn 
muscles; and, in fact, in describing the operation makes no mention 
of the muscles at all. He lays particular stress upon the pelvic 
fascia, and the relation of the pelvic fascia and connective tissue to 
the support of the pelvic blood vessels. He alludes to injuries of the 
levator muscles in discussing the papers of Dr. Schatz, of Rostock, 
and Dr. Hadra, 6f Texas, but not in his own systematic description 
of injuries of the pelvic floor, or in the description of his operation 
for their repair. 

The operation for the repair of injuries of the pelvic floor which 
I have done for the past three years may be described as follows: 
The caruncula myrtiformis upon each side is caught with a bullet 
forceps, and care is taken that the forceps are placed internal to the 
orifices of the vulvo-vaginal glands A point upon the crest of the 
rectoceie is now taken, which, when gently pulled upon, will come 
up to the orifice of the urethra, at the same time putting the poste- 
rior wall of the vagina on the stretch. When this has been deter- 
mined, the posterior wall of the vagina is seized a half inch above 
this point. (It will be observed that this point upon the rectoceie is 
half an inch higher up the posterior wall than is the case in the de- 
nudation for Emmet's operation). The parts are denuded with 
scissors as in Emmet's operation, especial care being taken to de- 
nude deeply with scissors over the ends of the torn levator and 
transversus perinaei muscles. The method which I follow is to make 
an incision with the knife from one myrtiform caruncle to the other, 
internally, to the labia minora. • By neatly outlining the lower bor- 
der of the denudation, a more accurate approximation of the wound 
externally can be secured. Emmet's directions for making the 
denudation should then be followed; that is, the bullet forceps upon 
one side, and that holding the crest of the rectoceie, should be pulled 
down, and the mucous membrane between and external to these two 
forceps as far down as the incision made by the knife should be re- 
moved. Then the sulcus upon that side is denuded Care should 
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be taken not to remove too much tissue from the sulcus, as other- 
wise the vagina will be too greatly narrowed. By making traction 
upon the two bullet forceps, a fold will be formed starting from each 
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Plate No. II. 

The superficial sutures which close the upper angles of the denudation have been 
tied. The knots are shown deep in sulci 

The anterior border of the levator ani muscle is shown upon each side. The illustra- 
tion exaggerates the prominence of the muscle. 

Two sutures are shown in each sulcus. These sutures should reattach tne vaginal and 
the lateral rectal walls to the levator ani muscle. In addition, they should be so introduced 
as to draw back into the sulci the lax tissues of the vaerinal outlet. To do this the sutures 
are passed deeply through the muscle — passing through it from within outward and then 
from without inward— to gain a point. Then the sutures are passed through the lax 
tissues upon the median side of the sulcus in front of the rectum. When the sutures are 
tied the fax tissues are drawn back and lifted against the levator muscle -the fixed point. 
These sutures are not V-shaped. The lower half of the external leg of the V is omitted to 
increase the efficacy of the suture in rolling back and lifting the lax tissues against the 
levator muscle. In the illustrationthe buried portion of each suture is shown by dotted lines. 
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forceps and meeting in the depths of the sulcus. This, in a general 
way, outlines the tissue to be removed, but experience is necessary 
to enable the operator to denude accurately. It is best to err on the 
side of removing too little than too much. The tissues of the oppo- 
site sulcus are denuded in a similar way. It is well to repeat that 
the denudation should be deep over the ends of the levator and 
transversus perinaei muscles, and it is well also to denude deeply 
just above the external sphincter muscle. In addition to this de- 
nudation the fascia is split with a scissors on each side along the 
anterior border of the levator muscle, and this muscle is fully ex- 
posed and drawn out with forceps for inspection It is best, how- 
ever, to omit this procedure until the upper stitches are placed. 

The upper angle of each sulcus is closed with catgut stitches. In 
starting the sutures it is essential to observe the relations which the 
undenuded central portion of the vaginal mucous membrane will 
bear to the lateral wall of the vagina, and the sutures must be so in- 
troduced that the lower end of the undenuded vaginal mucous 
membrane will lie a half inch above the plane of the hymen. Hav- 
ing closed the angles of the sulci (which are opposite that portion of 
the levator muscle which arises from the obturator foramen, and 
which is very seldom torn), we now come to the important part of 
the operation. The levator muscle should be carefully felt and its 
relations distinctly outlined. The needle is introduced near the 
border of the vaginal mucous membrane, passed directly through 
the muscle, then for a short distance behind it and in a direction 
from the point of entrance toward the anus, and then through the 
muscle again from behind. This gives a firm hold upon the levator 
muscle to draw back into the sulci the lax tissues resulting from 
the laceration. The needle now is passed into the tissues on the me- 
dian side of the sulcus at a plane considerably below the point of 
emergence from the levator muscle, and is then run from below up- 
ward and from without inward, along the sides of the rectum, 
to correspond with the point of entrance. This suture, when tied, 
lifts upward and backward the lax tissues and fastens them firmly 
against the levator muscle. The union here, however, is only me- 
diate, as the muscle is not denuded of its fascial covering. As a 
rule, two sutures passed in this way in each sulcus are sufficient to 
reattach the vagina to the levator muscles and to draw back all of 
the slack tissues into the sulci. This part of the operation corre- 
sponds very closely to Emmet's, the difference being in the way the 
sutures are passed through the levator muscle. They are not passed 
in the shape of the letter "V," as is done by Emmet, but the object 
is to get a firm hold on the levator high up, and then sew the lax 
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Plate No. in. 

The sutures shown in Plate No. II have been tied. The tip of undenuded mucous 
membrane on the posterior wall of the vagina is shown one-half inch above the plane of 
the hymen. 

The anterior border of the levator muscle is shown upon each side. The fascia cover- 
ins: the muscle has been split, and its border reflected inward. For the sake of clearness 
in the illustration, this exposure has been exaggerated. 

The upper stitch shown is the crown suture, which is passed superficially and em- 
braces oniy mucous membrane. 

The second suture shown is passed superficially through the vaginal mucous mem- 
brane, and through the anterior border of the exposed levator muscle, from which it 
emerges to catch the tissue in the median line in front of the rectum. It is now passed 
through the tissues of the opposite side in a corresponding manner. That part of the su- 
ture which is buried is indicated by the dotted lines. 

The third suture is passed like the second. It brings together the torn ends of the 
levator muscle; or the anterior borders of the muscle which are brought from the depths 
of the sulci. 

The fourth suture is introduced at the plane of the hymen. The structures of import- 
ance at this plane are the pelvic fascia and the transversus perinaei muscles. This suture 
Is passed entirely below the plane of the levator muscle. 
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tissues upon the median side of the sulcus firmly against the levator 
muscle. These sutures must leave the anterior border of the levator 
free. At this stage it is best to split the fascia and expose the an- 
terior border of the levator, and to bring out by the forceps either 
the torn ends of the levator or the anterior border of this muscle 
from the depths of the sulcus. A superficial suture is now passed 
through the border of vaginal mucous membrane, through the tip 
of the undenuded mucous membrane in the middle line and out 
again through the vaginal mucous membrane on the opposite side 
and tied. This suture is placed a half-inch within the plane of the 
hymen, that is more than a half inch above the crown stitch in the 
Emmet operation, and it embraces mucous membrane only. All of 
the sutures heretofore mentioned are tied as soon as introduced. 
A suture is now passed through the vaginal mucous membrane, 
through the anterior border of the levator muscle, then through the 
tissues just anterior to the rectum, in the middle line, out again 
through the anterior border of the opposite levator muscle and 
through the vaginal mucous membrane, to correspond to the point 
of entrance. A second stitch is now introduced to correspond to 
the first one, which catches the torn ends of the levator muscle or 
the anterior border of the levator deep in the sulcus, again catches 
the tissues anterior to the rectum in the middle line, and emerges 
upon the opposite side in a corresponding way. This last stitch is 
passed just above the plane of the hymen. A third stitch (and 
sometimes a fourth one) is passed about the plane of the transversus 
perinxi — in other words, just below the hymen — to bring snugly 
together the deep structures at this point. These sutures are now 
tied. When tying them a tenaculum is placed in the middle line 
with which to press back the tissues just anterior to the rectum to 
permit the approximation of the lateral structures in the median line, 
under the guidance of the eye. That which is essentially new in the 
operation includes the exposure of the muscles, the character of the 
denudation and the method of introducing the sutures at this point. 
The undenuded strip of mucous membrane on the posterior vaginal 
wall has been fastened by suture above the plane in consideration, 
hence there is nothing to prevent the central union of the lateral 
structures, which are brought together under vision. These sutures 
also assist in attaching the lateral walls of the vagina and rectum to 
the levator. When the above-mentioned sutures have been tied, a 
few others are required to close the wound in the skin perineum, 
which contains no structures of importance, and is sutured in the usual 
manner. I have been in the habit of using catgut sutures for the 
angles of the sulci, silkworm gut for the sutures which pass through 
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the muscular structures, and silk for the external skin perineum. 
Experience and judgment are necessary not to overdo this oper- 
ation, and to drag together in the median line much more of the le- 
vator muscle than is naturally in apposition. It is quite possible to 
do this, but it is desirable to do so only in women having prociden- 
tia, especially elderly widows. 

I am experimenting at this time to see if the operation cannot be 
further improved in such a way as to restore the anal cleft, which, as 
is well known, is more or less obliterated by the sagging downward 
and backward of the pelvic floor, when the muscular structures are 
seriously injured. Emmet's operation does not influence this con- 




Plate No. IV. 

All the sutures shown in the preceding- plates are diagramatically indicated, with ad- 
dition of the superficial sutures to close the remaining wound. 

dition in the least ; it neither draws the anus forward nor upward. I 
intend to try and secure union between the torn ends of the levator, 
or certain fibres from its anterior border, and the external sphinc- 
ter muscle, in this way restoring the parts to their normal condition. 
As yet, my experience in this direction is so limited that it is not 
worthy of report. The method adopted has been to denude deeply 
over the anterior or perineal aspect of the sphincter muscle. Then 
to pass a suture from the skin surface of the perineum, making it 
pass through the exposed surface of the sphincter, then through the 
torn end of the levator upon one side (or the exposed border of the 
muscle), then in a reverse way upon the opposite side out to the 
skin surface of the perineum. When this suture is tied, it is evident 
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that it will bring the levator muscle in apposition with the external 
sphincter, and, depending upon the nature of the denudation, the 
union secured will be mediate or immediate. Heretofore I have in- 
troduced this suture early in the operation, but have not tied it until 
all other sutures have been tied. This field of investigation seems 
to me worthy of trial and of further report. 

I have endeavored to point out wherein I have adopted the theo- 
ries and technique of Emmet, and wherein I have departed from 
them. All those who do plastic surgery must be under permanent 
obligations to Dr. Emmet for his work in this field. Undoubtedly 
he has done more than all others combined to put this work on a 
substantial basis. No one recognizes this more fully than myself. 
The operation which I have described, I regard as an evolution 
from the operation of Emmet. The new feature in it is the attempt 
(which can be made successful) to restore the muscular structures 
to approximately their normal condition, instead of merely resecting 
the relaxed vaginal outlet, as is done by the Emmet operation. So 
far as I know, the muscles have never been systematically dissected 
out as I have recommended. Indeed, I have been told in society 
discussions (although I was systematically doing the operation) 
that this is impossible, because the muscular structures are 
atrophied. It seems probable that Emmet's technique has been in- 
fluenced by his well-known views upon the pathology of diseases of 
women; namely, that most of their symptoms are due to lack of 
support of the pelvic blood vessels by the fascia and connective tis- 
sue. The operation, as I have done it, I believe, is based upon an 
anatomical foundation, and not upon any theory of pelvic pathology. 
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NAUSEA AND VOMITING OF PREGNANCY, WITH RE- 
PORT OF CASES.* 

By Edward P. Davis, A.M., M.D., 

Professor of Obstetrics and Diseases of Infancy in the Philadelphia Polyclinic: Clinical 
Professor of Obstetrics in the Jefferson Medical College, and Medical Director 
of the Jefferson Maternity: Visiting Obstetrician to the Philadelphia Hospital, etc. 

Few subjects in the pathology of pregnancy have occasioned 
more discussion or have resisted solution so successfully as that ex- 
pressed in the title of this paper. Some have sought to describe 
by the word "pernicious" the fatal tendency of this complication, 
while others express the opinion that serious nausea and vomiting 
are of rare occurrence, and that active interference is almost never 
indicated. These cases are of general interest because they are 
often first seen by the general practitioner, and as their gravity must 
be early appreciated to save life, the fate of the patient will often 
depend upon the diagnostic skill and good judgment of the phy- 
sician who sees her first. Within a few years it has been my lot to 
see in consultation six of these cases, five of which were fatal. Three 
of these have been reported to the American Gynaecological Society. 
May 29, 1894, and published in the Medical Nczvs of June 2, 1894. 
Three are reported to this society for the first time. I will briefly 
summarize the cases already reported, add the remainder, and from 
them deduce statements of general bearing whose discussion will, I 
trust, bring out the opinions and experience of those interested in 
the subject. 

Case I., a widow, had been treated for several months for chronic 
gastritis. A medical consultant confirmed the diagnosis and con- 
tinued the treatment. The physician in charge finally requested an 
examination of the pelvic organs, which was made by me in consul- 
tation. A retroverted pregnant uterus was found. The patient 
was in the last stages of exhaustion, and although removed to a 
hospital, and the position of the uterus rectified, she died. The re- 
placement of the uterus caused the vomiting to cease, but too late. 
A post-mortem examination- could not be obtained. The true 
nature of the case was not communicated to her relatives, as the 
pregnancy was illegitimate. 

Case II. had been treated for dysmenorrhoea, anteflexion and 
prolapse of the uterus. She passed from observation, but returned 

* Read by invitation. For Discussion, see page 150. 
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some time afterward in a pregnant condition. Although her hus- 
band appreciated the danger of persistent vomiting, she would not 
consent to the treatment proposed, and went to another physician. 
Some time afterward, at the end of the fourteenth week of preg- 
nancy, I was recalled to the case in consultation. Dr. Anna 
Broomall also saw the case with me. The uterus was sharply ante- 
flexed, was forced downward in the pelvis, and marked pelvic tenes- 
mus was present. The patient's condition was that of extreme pros- 
tration, with coffee-ground vomit and sub-sternal pain. The cervix 
was dilated under chloroform with great difficulty. The patient's 
vomiting ceased, but shortly afterward abortion was ushered in by a 
chill, and although the abortion was promptly terminated, the pa- 
tient sank and died. A post-mortem examination revealed a pro- 
found disorganization of the blood, and locally a very thick and 
resisting cervix containing dense masses of connective tissue, and 
also two cysts, one an inch and a half in diameter, the other half its 
size. These contained thick, transparent, yellow substance, which 
microscopic examination showed to be the contents of retention- 
cysts from cervical follicles. 

Case III., like the preceding, was a primigravida seen in con- 
sultation with Dr. Loux, who had recognized the gravity of her con- 
dition. The uterus was anteflexed and low in the pelvis. Her pulse 
varied from 100 to 120, she suffered constantly from nausea, and at 
night her symptoms increased in severity. We urged that the cer- 
vix be dilated at once, and, if necessary, that the pregnancy be 
ended. The friends of the patient persuaded the husband that this 
was bad advice, and the wife was taken to a sanitarium, where she 
died in a short time from exhaustion. 

Case IV. was that of a young woman, the wife of a physician, 
who had suffered an abortion for which the uterus had been curetted 
at the time. She afterward became again pregnant, and was seen 
by me, at the request of her husband, being then about eight weeks 
in gestation. She was without a trained nurse, and although her 
pulse and general condition were fairly good, she was not obtaining 
nourishment at regular intervals, and was not gaining in strength. 
Her nausea was almost constant, although she vomited compar- 
atively seldom. In view of the dangers of her case, I stated that 
unless the patient could be put under the constant care of a nurse, 
or be taken to a hospital, that I could not conscientiously assume 
the responsibility of her case. As neither of these precautions was 
taken, I left the case, and was informed afterward by the husband 
that his wife died of exhaustion a few weeks later. In this case, the 
absence of pelvic tenesmus and the fact that the patient seemed sus- 
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ceptible of control by skillful care led me to hope for a favorable issue 
if proper precautions were taken. 

Case V. was sent to the Jefferson Maternity on December 17, 
1896, by Dr. M. H. Williams. She had been seen in consultation 
by Dr. J. M. Fisher and by Dr. West, and her condition considered 
grave. She was in the seventh month of her second pregnancy, and 
was extremely emaciated and very weak. The illness of Dr. Will- 
iams had made it impossible for him to attend her longer, she hav- 
ing been under his care previously. On examination, the foetus 
was found to be living, its movements active and apparently excit- 
ing distress in the mother. The cervix was thick and resisting,, 
although the finger could be carried through the external os to the 
internal os. The patient's mental condition was without delirium, 
she was apathetic, did not complain of especial pain, but of a con- 
stant sensation of nausea, with inability to sleep. Her temperature 
on admission was 96, her pulse 100, very lacking in arterial tension. 
She had been pregnant once before, her pregnancy ending in a pre- 
mature labor at about the seventh month. The examination of her 
urine showed a reddish-brown color, specific gravity 1012, reaction 
acid, a considerable amount of serum-albumin, no sugar, and 
1 77-100 per cent, of urea. An examination of the blood showed 
4,240,000 red cells, 12,000 white, and haemoglobin, 65 per cent. The 
red cells were small but normal in contour, the white cells polynu- 
clear. An examination of the matter vomited showed three ounces 
ejected at one time, containing a very large amount of free hydro- 
chloric acid, with a trace of lactic acid. A trace of bile and haematin 
was present. A small number of granular leucocytes was found, and 
desquamated epithelium from the digestive tract was present in 
abundance. Her husband stated that in her former pregnancy she 
became in a similar condition, but recovered after premature labor. 
She was weak, however, and could not retain meats, but lived 
mostly upon cereal food. Her nausea and vomiting became worse 
at the fourth month of the present pregnancy. She had been in bed 
three weeks under treatment. 

Under the use of rectal feeding and stimulation, with external 
warmth, the patient's temperature rose to 100, and her pulse in- 
creased to 118. She retained milk and lime-water, and her sensa- 
tion of nausea was for twenty-four hours less apparent. It soon 
returned, however. 

So soon as the patient was seen, an unfavorable prognosis was 
given. Her condition upon admission was so grave that it was not 
thought advisable to anaesthetize her and thoroughly dilate the cer- 
vix. It was hoped that by rectal feeding and stimulation, with lav- 
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age of the stomach, that sufficient food and stimulants could be 
given to enable her to gain strength and afford her a better chance 
for recovery after operative interference. She was kept absolutely 
quiet, and nourished by rectal injections containing brandy and 
suitable foods, while the stomach was washed out daily, very much 
to the patient's comfort. It was found, however, that the intestine 
contained hardened feces, and that the mucous membrane of the 
bowel was in such a condition that absorption must be very imper- 
fect. Accordingly, the intestinal tract was freely douched with nor- 
mal saline solution, which brought away dried and hardened feces 
of a very foul odor. The stomach-washing resulted in the ejection 
of bile-stained fluid, with mucus, slightly stained with hsematin. 
Under this treatment, her condition temporarily improved. Her 
pulse fell as low as 70, her temperature remained at 98 and 98^, she 
slept for several hours at night under hypodermic injections of co- 
deia, and seemed to be gaining slightly in strength. This continued 
for eleven days, no great change taking place, but the patient cer- 
tainly losing nothing, and apparently gaining. On December 28 
severe uterine contractions began, which gave the patient great 
pain, and which were preceded by a chill and a rise of temperature 
to 103. The child was living, and its movements active. The pa- 
tient was at once anaesthetized, and the cervix dilated. Great diffi- 
culty was experienced in thoroughly opening the internal os. The 
bladed dilator was first employed, followed by solid metal dilators 
until the finger could be thoroughly passed about within the inter- 
nal os. The membranes were unruptured, the head of the foetus 
presenting, but freely movable. Following this, a Barnes , elastic 
bag was inserted within the cervix, and the vagina tamponed with 
gauze to retain the bag. The patient's pains subsided after the dila- 
tation, the bag was removed in four hours, and the cervix lightly 
tamponed with antiseptic gauze. The patient was quiet during the 
day, and the gauze was removed in the afternoon. In the early 
evening, her pains again became severe, when McLean's bag was 
inserted, and gradual dilatation of the cervix accomplished. This 
was not attended by noticeable increase in the patient's suffering. 
When the dilator had been distended as greatly as possible, the pa- 
tient was anaesthetized, the dilator removed, when it was found that 
the cervix was still remarkably resisting. To complicate the deliv- 
ery, bleeding began, evidently from a partial separation of the pla- 
centa. The patient's exhausted condition made immediate delivery 
necessary, and the cervix was rapidly stretched by the hands, ver- 
sion performed, and a child weighing three pounds delivered. The 
foetus survived birth a short time. Stitches were taken in the cervix 
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to prevent the possibility of hemorrhage from the cervical arteries, 
the uterus was tamponed with gauze, and the vagina also. Saline 
transfusion was immediately practiced, and stimulants administered. 
The patient reacted from delivery remarkably well, her pulse being 
but little above 100, and her temperature 99. She experienced, how- 
ever, a return of the uterine pains from which she had suffered, and 
the tetanic condition of the uterus was so marked that the removal 
of the gauze was accomplished with difficulty, and gave no relief* 
Her symptoms continued ; although conscious, she complained fre- 
quently of the spasmodic contractions of the uterus. She could 
not assimilate nourishment, and died five days after delivery. At 
the time of death her temperature rose to 105. A post-mortem ex- 
amination could not be obtained. Soon after her delivery an exami- 
nation of her urine found a specific gravity of 1010, a considerable 
quantity of serum-albumin, nosugar, 1 51-ioopercent.of urea, and no 
bile^-pigment. The sediment was composed of an abundance of gran- 
ular leucocytes, epithelium in a condition of granular degeneration, 
epithelial and granular casts, and crystals of urinary salts. An ex- 
amination of the placenta gave nothing of pathological significance. 
The child was plump, its placenta weighing ten ounces; its cord 
twenty inches in length. 

A remarkable feature of this case was the very general and pro- 
found degeneration of the epithelium of the intestine, stomach and 
kidneys. The matter . discharged from the bowels was extremely 
foul, and the patient had about her persistently a mawkish odor 
which necessitated repeated fumigation of the room, and finally the 
removal of the paper upon the walls and the application of calci- 
mine. Although the patient's symptoms had been seen in other 
cases, still the pelvic and uterine tenesmus was uninfluenced by any 
drug or method of treatment available. Owing, I believe, to the 
extensive injury of the epithelium of the body, assimilation was im- 
possible, and even the inhalation of oxygen was without result. The 
patient's improvement was very slight before labor occurred, 
although she certainly seemed to gain in strength. 

Case VI. Mrs. A. B., was referred to me by Dr. Louis Starr. She 
is aged thirty-four years, married ten years, and has a daughter 
aged nine years. For the first three months of her first pregnancy 
she had what is described as "inflammation of the bowels" with al- 
most constant diarrhoea and inability to walk. She grew better 
until the seventh and eighth months of her pregnancy, when she 
was exceedingly nervous. Her child was born with the aid of for- 
ceps, and a laceration occurred which was repaired a year later. She 
has suffered from backache and nervous prostration at intervals 
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since. Her last menstruation was October 20, 1896, and following 
the cessation of her monthly sickness she had headache, backache* 
and nausea. She endeavored to cleanse her tongue by taking calo- 
mel, which caused purging and vomiting. She was first seen on 
January 6, when her pulse was 78; her temperature 98. A vaginal 
examination showed pregnancy at two and a half months, the uterus 
markedly antefiexed, but in good position, the fundus at the top of 
the pubes, and pelvic tenesmus absent. The patient referred no dis- 
tress to the pelvis, but complained of a constant irritating and 
gnawing sensation within the abdomen. She was without intelli- 
gent care, and burdened with household anxieties. Examination 
of her urine showed specific gravity 1020, reaction acid, sugar and 
albumin absent, urea 1 77-100 per cent.and phosphates in abundance. 
The prominent feature about the case was the nervous condition of the 
patient. She could not take various simple articles of food, notably 
milk. She had first thought that she could not have a nurse, *and 
her general apprehension and disquietude were most distressing. 
She was put, however, in charge of a competent nurse, with direc- 
tions to study her capacity for taking food carefully, and to feed her 
as best she could. It was found that she could not tolerate milk, 
however, prepared; that liquids of any sort increased her distress, 
but that she craved solid food. The bowels were constipated, the 
skin deficient in action, and although the patient was apparently 
quiet, still her mental condition was one of great anxiety. A rec- 
ord was accurately kept of all nourishment taken, of the hours of. 
sleep obtained, and of the patient's general condition. She was fed 
at meal times with solid food and peptonoids, and occasionally broths 
were given between the meals. She had a daily inunction of olive 
oil and alcohol, preceded by a soap and water sponge. The effort 
to move the bowels by injections greatly increased her distress, 
while the patient asserted positively that she could not take the 
usual laxatives. She was given, without her knowledge, several 
one-grain doses of calomel with sodium bicarbonate in capsules. 
This was taken at night, followed by an injection of saline in the 
morning, and greatly improved the character of the excretions. Her 
bowel movements apd urine prior to this had a most peculiarly foul 
odor. Intense headache occurred at various times, and nerve- 
storms seemed to result from changes in temperature and baromet- 
ric pressure. Under the skillful care of a good nurse, her distress 
speedily lessened, she gained slightly in flesh, was able to sit up and 
to go to an adjoining room. A blood-count showed 4,600,000 red- 
blood corpuscles, 10,000 white, and 73 per cent, of haemoglobin, a 
deficiency of 3 78-100 grains to each hundred grains of blood. The 
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amount of solids in the urine increased considerably, and the pa- 
tient's bowel-movements at times became normal. No sedatives 
whatever were given to her, but the treatment consisted in careful 
attention to her nutrition, and in a continuous effort to gently stim- 
ulate the excretory processes. At present, her general condition is 
much better than when first seen. Her hysterical tendencies, how- 
ever, are exceedingly pronounced, and it seems at times impossible 
to control the patient without causing her great irritation. She and 
her husband greatly desire that the pregnancy be prolonged, if pos- 
sible. In reviewing the pathology of these cases and the literature of 
the subject, one must be impressed with the frequency with which 
displacements or alterations in the structure of the uterus are pres- 
sent. In importance, displacements of the uterus backward are far 
less dangerous and difficult of treatment. It is rare to find a retro- 
verted pregnant uterus which cannot be replaced with immediate 
benefit to the patient; on the contrary, in the six cases described, in 
five the uterus was anteflexed in a very marked degree. An extra- 
ordinary thickness and toughness of the cervix were also present 
in these cases. The spasmodic condition of the uterus and the 
muscles of the pelvic region are best described by the term, "pelvic 
tenesmus," which is most distressing in many of these cases. The 
continuous irritation of the nervous system, originating in the pelvic 
organs, seems to act as a powerful depressant upon the secreton 
nerves of the digestive tract. While an abundance of gastric juice 
is formed, the pancreatic, biliary and intestinal secretions are 
notably deficient. This condition is further increased in some 
cases by the prolonged use of opium by suppositories. In several 
of the cases described, this treatment had been carried out before 
the patifent was seen, with the effect of rendering her partly stupid 
and distinctly decreasing her power of assimilation. The respira- 
tory, cardiac and heat centres of the nervous system are the last to 
yield in these cases. The physician may be misled by the appar- 
ently favorable pulse, temperature and respiration. It is difficult to 
understand the occurrence of a chill when abortion happens, as has 
been observed in several patients. The mental condition in these 
cases is particularly apathetic, often with insomnia, and in some 
cases with marked hysterical tendencies. Pain is a frequent symp- 
tom, and may be referred to the pelvis, to the uterus, to the epigas- 
trium, or to the sternum. Such pain is almost constant, and is de- 
scribed as gnawing or burning. A symptom of the greatest value is 
found in the discharge of haematin in the vomited feces or urine. 
This indicates a marked disorganization of the blood, and is a most 
unfavorable sign. Emaciation is present in some cases, and may 
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not be noticeable in others. In the latter fatty degeneration and 
abnormal deposits of fat beneath the skin may deceive the observer. 
The extraordinary odor which many of these patients manifest must 
be referred to altered secretions and decomposed food within the 
intestine. 

In treating these cases, it is of the utmost importance that the 
patient be taken thoroughly in hand at the very start. Where nau- 
sea and vomiting are but slight, all pressure should be removed 
from the abdomen, the clothing properly regulated, constipation 
avoided, and the patient fed judiciously and at proper intervals. The 
free use of Apollinaris, vichy or plain soda water often greatly re- 
lieves the heart-burn from which some of these women suffer. 
When the patient's food lessens in quantity, she must be put to bed 
and under skilled care. All the resources of good nursing are 
taxed in feeding these patients. It is not well to consult abnormal 
cravings, as shown by one of the women whose case is reported, 
who desired nothing so much as a large quantity of sauerkraut. The 
nurse should be given a diet-list of nutritious foods, and should 
study daily the best method of preparation to meet the patient's 
tastes. A toxsemic condition often accompanies this complication, 
and this must be met by increasing the action of the kidneys, the 
bowels, the liver and the skin. It is often impossible to choose any 
purgative which does not increase the patient's distress, and rectal 
injections are often badly borne. Thorough lavage of the bowel 
with normal saline solution will often give less distress than a laxa- 
tive enema. The question of stomach-washing must depend upon 
the character of the vomit and the peculiarities of the patient. If 
mucus be vomited, the stomach-douche should be given daily until 
it does not appear in the vomit. Where mucus is not ejected the 
stomach may be washed once or twice to advantage, but irritation 
may result, if the douche be frequently repeated. Mild and pro- 
longed counter-irritation over the epigastrium is especially useful. 
The skin must be caused to act by hot sponging with soap and 
water, or with alcohol and hot water, and benefit will be found by 
following this with inunctions of olive oil, two parts, and alcohol 
one. The kidneys are best caused to act by calomel and the judi- 
cious use of water, while the liver will respond to the same reme- 
dies. Sedative drugs should be employed as little as possible, as 
their continued use lessens appetite and diminishes the power of 
absorption and assimilation. In hysterical patients a hypodermic 
injection of sterile water given with a blunt needle at evening will 
often prove of value. Codeia, by hypodermatic injection, is least in- 
jurious of the preparations of opium. 
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The local treatment of these cases is most important. The uterus 
must be put in proper position and so maintained. If congestion 
be present in the pelvic tissues, the uterus should be replaced under 
anaesthesia, and retained by a packing of sterile lint soaked in 
glycerin. To this, tincture of belladonna is often added to advan- 
tage. In cases of anteflexion, the uterus should be carried suffi- 
ciently high above the pelvic brim to relieve all pressure against the 
tubes. In some of these cases, when the bladder is empty, the 
uterus is forced against the anterior pelvic wall to the great distress * 
of the patient. Dilatation of the cervix is indicated where replace- 
ment of the uterus does not relieve. Under chloroform anaesthesia, 
the finger should first be tried, and if it be passed through the inter- 
nal os and the membranes be found adherent at the os, it is well to 
separate them. If the finger does not succeed, then the bladed 
dilator or the solid uterine bougie must be used. 

The question of the interruption of pregnancy is of great im- 
portance in these cases. Those which we have reported we have 
selected to emphasize the fact that danger is not apprehended with 
many of these patients until interference is too late to save life. 
Unless immediate improvement follows the treatment already out- 
lined, there can be no question of the necessity for interference. 
Where cases are observed in which the digestive organs are pro- 
foundly affected, in which the blood is losing its haematin, in which 
the patient is sleeping badly, and in which the uterus has been re- 
placed and the cervix dilated, there can be no question of the neces- 
sity for a radical procedure. The pulse and temperature unfortu- 
nately do not give alarm sufficiently early with these patients. It 
is far better to terminate the pregnancy too soon than to lose the 
opportunity for checking the disorder. When interference is prac- 
tised, it should be thorough and complete. Instrumental dilata- 
tion, followed by the removal of the ovum and appendages by the 
finger or curette, with douching and tamponing of the uterus com- 
prise the best method of procedure. 

In this paper I have purposely avoided the discussion of rare 
cases where some lesion of viscera other than the pelvic and diges- 
tive organs has been found by autopsy. I have also not included 
other rare cases where a pathological condition in the foetus or its 
appendages has been present. No mention has been made of the 
simple vomiting of pregnancy, as these cases readily yield to treat- 
ment and seldom prove serious. Cases in which obstinate vomit- 
ing ceases suddenly are most reasonably explained by spontaneous 
reposition of a misplaced womb. 

In conclusion, the following points have been emphasized by 
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my experience in this subject: First, the absolute necessity of 
skilled and thorough care when the nutrition of the pregnant 
woman suffers from nausea or vomiting; second, the duty of the 
physician to at once make a thorough local examination, and to 
place the uterus in as favorable a position as possible; this failing, 
he should promptly dilate the cervix; third, when these two methods 
of treatment are not followed by speedy relief and improvement in 
assimilation, the pregnancy must be terminated. 



Digitized by 



Google 



The Philadelphia Obstetrical Society. 141 



TRANSACTIONS OF THE PHILADELPHIA OBSTET- 
RICAL SOCIETY. 

Stated Meeting, February 4, 1897. 

J. M. Baldy, M.D., in the Chair. 

A Contribution to the Technique of Operations for the Cure of Lacera- 
tion of the Pelvic Floor in Women. 

By C. P. Noble, M.D. 

(See page 121.) 

Discussion. 

Dr. R. C. Norris: I have listened with a great deal of interest 
to Dr. Noble's paper, and through his kindness had an opportunity 
to witness him perform the operation he has described. I must say 
that I thoroughly appreciate his efforts to find the torn ends of the 
levator ani muscle, but it has always been my impression that Em- 
met's operation aimed to do this, as well as to bring together the torn 
fascia and to take up the slack of the posterior vaginal wall. It was 
my pleasure some four years ago to see Dr. Emmet do this operation 
himself, and I remember distinctly that when he came to introduce 
the crown stitch he called attention to the fact that the needle must 
be thrust in deeply and laterally, and fearlessly so far as the rectum 
is concerned, to catch the retracted end of the torn muscle and its 
sheath of fascia, so that, whether or not his book descriptions leave 
out this fact, in his own mind he certainly intends his operation to 
repair the injuries to the levatores ani muscles. Now, I have thought 
that I have been doing Dr. Emmet's operation practically in the way 
Dr. Noble has described the operation he prefers. The only differ- 
ence is this: Dr. Noble does not lay much stress on the stitches being 
placed in the sulci in a V-shaped manner. When the baby's head 
passes through the vagina it often tears the mucous membrane from 
its subjacent attachments. I believe Dr. Emmet's V-shaped stitches 
help to pull back and fix .the mucous membrane to the place whence 
it was separated by the traumatism of labor. In other words, the 
application of the V-shaped sutures is made to take up the slack of 
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the vaginal mucous membrane. If my understanding of the an- 
atomical arrangement of the muscle is correct, the muscle is swung 
across the floor of the pelvis, acting as a sling, the two muscles 
meeting in a median line by a tendinous unioa The vast 
majority of lacerations that I find start with the perineal body, 
extend upwards for a certain distance, and then run up one or 
both vaginal suci. 

When such patient is examined months after the occurrence of 
the injury, if we place a finger against the posterior vaginal wall 
and get the patient to contract the uninjured fibres of the muscle, 
we can outline distinctly how far up each sulcus the laceration has 
extended. 

In other words, we can find the triangles distinctly; our finger will 
dip into the pelvic floor between the torn and retracted ends of the 
muscle and fascia. I take it the stitches introduced by Dr. Emmet 
are meant to catch and bring together these retracted ends of fascia 
and muscle. We know that when a muscle has been torn we never 
can get the two ends connected by muscle union; it must be 
by fascia. 

If we bring the torn ends together after denudation there is 
fascial union, which enables the muscle to act almost as well as be- 
fore it was lacerated. Therefore I believe that the stitches should be 
Y-shaped for the reasons not only that they bring together in each 
sulcus the ends of the torn muscle, but they do more — they draw up 
the slack of the mucous membrane. The last two V-shaped sutures 
and the crown stitch in Emmet's operation accomplished what Dr. 
Noble aims to do. The only difference is that Dr. Noble uses a 
single stitch, W-shaped, instead of two V-shaped sutures. If Dr. 
Noble would cut his suture at the crest of the rectocele and tie the 
two halves separately, he would have two V-shaped sutures and 
would obtain a more correct anatomical arrangement of the ends of 
the muscle. 

Dr. Noble states that Emmet's operation brings a tongue of tis- 
sue between the ends of the muscles and prevents their union. This 
is a mistake. The result depends upon how high in the posterior 
vaginal wall the point is selected through which the crown stitch will 
pass. That point, when slightly put on the stretch, is flush with 
the orifice of the urethra, and that point will be the posterior 
commissure. 

Emmet aims to bring together the ends of the anterior border 
of the muscle beneath that point and in front of the rectum. When 
we come to introduce the crown stitch it is exactly the same as the 
second perineal stitch of Dr. Noble's operation. When I saw Dr. 
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Emmet do his operation he held his needle in such a manner that he 
plunged it laterally and far back, so that he could not miss the end 
of the muscle. It is not necessary to push the rectum back. Em- 
met's crown stitch necessarily brings together the ends of the fascia 
and muscle in front of the rectum. It has occurred to me, as I heard 
Dr. Noble read his paper, that the essential point of his operation is 
to find the ends of the muscle. While I don't actually cut with knife 
or scissors until I find the ends of the muscle, it is my custom to 
plunge a tenaculum in at this point, to bring out the ends while pass- 
ing the needle. I saw, two years ago, Dr. Baldy operate for a 
laceration extending through the sphincter, and I was impressed by 
the fact that after making denudation over the end of the sphincter 
muscle he plunged a tenaculum in and drew the end of the muscle 
forward, recognizing this fact by placing a finger against the poster- 
ior margin of the anus. He then passed the needle through. Since 
it is just as essential to be sure to catch the ends of the muscle in the 
posterior wall of the vagina, I use a tenaculum in a similar manner 
in performing Emmet's operation for laceration of the pelvic floor. 

That the muscle has been brought together, operating according 
to the plan of Emmet, I have tested time and time again. Weeks 
and months after the operation I have placed my finger against the 
posterior vaginal wall, have asked the patient to contract the levator 
muscle and have felt it stand out against the finger as a distinct band, 
which assured me that union had occurred. 

To sum up, I think Dr. Noble has done much for all of us by 
insisting upon the necessity of bringing together the ends of the 
muscles. Some men may have been careless in this regard, but I 
think Dr. Emmet had this in mind, and I think we must not lose 
sight of the facts that the fascial laceration and the slipping forward 
and downward of the posterior vaginal wall should also be taken into 
consideration, as well as the laceration of the muscle. So much am 
I impressed with the value of the union of the ends of the muscle, 
that I never think of doing a primary operation after labor without 
using a tenaculum to draw out the retracted ends of the muscle, in 
order to feel sure that the needle has passed through them. Dr. 
Noble, in doing his operation, has apparently worked along the same 
lines as did Emmet, has brought out prominently the necessity for 
finding the ends of the muscle, and has reassured himself by dissect- 
ing down to them. Whether or not this is necessary I am scarcely 
convinced, since I believe myself that muscle union is impossible, and 
it is only necessary to be sure that the needle passes through the 
ends of the muscle. As to uniting the anterior border of the levator- 
ani to the sphincter muscle, it seems to me it is a very good thing to 
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do. It would make the operation more complete to stitch the 
sphincter muscle to the anterior border of the levator muscle. The 
absolute necessity of performing Emmet's operation in cases of great 
relaxation with rectocele is demonstrated to every operator from 
time to time. At present I have under my care a case on which I 
have performed an Emmet operation. She has had two other prior 
operations, which have been done by very distinguished operators, 
who made no attempt at union of the muscles and fascia. This time 
that has been accomplished, with, I am quite certain, a good result. 
1 was very glad to see Dr. Noble operate, but I must say candidly 
that he has failed to convince me either of material difference from 
or superiority of his operation over that of Emmet, an operation 
which I am sure will make Emmet's name live in the annals of plastic 
surgery for many years to come. 

Dr. Geo. Erety Shoemaker: Seeing Dr. Noble operate and 
demonstrate his ideas gave me the impression that the chief value of 
his contribution was in attracting notice in a formal manner to the 
muscle ends. I feel sure that this has not been done in print to a 
sufficient degree, and that there is a great difference in the concep- 
tion of Emmet's operation in the minds of different men. It must 
be admitted that if one leaves a long undenuded tongue in the pos- 
terior wall of the vagina, if one leaves this tongue very broad, and if 
in introducing the crown suture and sutures below the crown suture, 
one picks up the superficial tissue only at the caruncle at the side, 
and does not go deeply into the sulci; then the resulting posterior 
wall will often be very thin and very broad. Rectocele will follow in 
time after Emmet's operation so done. If this is not done, if the 
tongue above is short and narrow, if the V-sutures are put deeply 
into the sulci, it seems to me that the same result is accomplished, as 
the ends of the muscle are probably grasped unconsciously by many 
operators. I think that many who read the discussion of this opera- 
tion will be enabled to make better perineums by having their atten- 
tion strongly and accurately drawn to the fact that the ends of the 
levator muscle can be made to stand out just as the torn ends of the 
sphincter ani muscle stand out, and that they can be grasped by 
stitches in the same definite manner. 

Dr. W. S. Stewart: I was very much interested in the paper 
read by Dr. Noble. I think with the rest of the speakers that, whilst 
perhaps Emmet has not absolutely described the importance of draw- 
ing together the levator ani muscle, still I think the intention was 
always with him to make his sutures such as to draw together the 
two muscles, for such they really are. The two muscles meet in the 
centre of the vagina and form a sort of raphe, and therefore are more 
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likely to tear on each side than in the centre. I think with Dr. Nor- 
n's that the deep stitches are important to draw muscles together and 
keep them in apposition. I have never been in the habit of making 
my crown stitches by letting the thread just pass through to the 
apex, but even then made it go beneath and catch with muscular tis- 
sue, introducing my finger into the rectum so that I would be able 
to know where my needle was passing along deeply in the tissues, 
using a large curved needle, which, I believe, is not the case with the 
majority of operators. 

Dr. J. M. Baldy: The matter is one of such considerable inter- 
est to practical men that it seems to me when we have such a paper 
before us it cannot be too thoroughly discussed. If I understood 
Dr. Noble's paper he claims three points in favor of his operation 
over that of Emmet's. 

In the first place, he stated that Emmet's operation shortened the 
vagina. In the second place, that the ends of the muscles were not 
brought together in the Emmet operation, and that they were in his. 
In the third place, that the crown stitch in the Emmet operation 
acted as a preventative in bringing the muscle ends themselves to- 
gether. If I understand correctly these are the essential points in 
the discussion between the two procedures. Dr. Noble's is a mere 
evolution of the Emmet operation, as he himself states, and is, I 
think, inferior in the points of modification. Again, a number of 
points he claims as his modifications are essential to the Emmet op- 
eration, the misunderstanding arising from a lack of exact knowl- 
edge of the Emmet operation by Dr. Noble. 

Taking Dr. Norris' illustration (as drawn on the board) of the 
condition of the levator ani muscle coming from one side of the pel- 
vis and then from the other and forming a sling; that is an exceed- 
ingly faulty picture of the levator ani. It seems to me many points 
in the discussion hang on that muscle. My understanding of the 
levator muscle is this: that it comes from the side of the pelvis and 
does not unite as a muscular body, but unites by an aponeurosis. 
The muscle does not unite over the sides and top of the vagina, belly 
of muscle to belly of muscle, but unites aponeurosis to aponeurosis. 
I would call attention to one point in regard to Dr. Noble's demon- 
stration: Dr. Noble denudes the rectum for half an inch or more 
further back towards the cervix than does Emmet. That is done 
with the distinct object that the muscles from the side of the pelvic 
wall can be brought together directly across the top of the vagina 
and unite by muscular union on top of and over the rectum. I can 
only say that this condition never so existed naturally. Originally 
the muscle joined the sides of the vagina and spread over it through 
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the medium of an aponeurosis. It is exactly this condition that the 
Emmet operation reproduces, and which the Noble modification 
does not. 

After all the matler is one of pure mechanics, as has often been 
said by one of our members in this room, a good carpenter or a good 
blacksmith will make a good mechanical plastic surgeon. Consider- 
ing the levator ani muscle as two muscles, that they are united in the 
median line by aponeurosis, any operation that will bring the ends 
of muscles together and form muscular union is a faulty one in con- 
sidering its relations to the original condition. 

The question arises: Can you bring the levator ani from both 
sides, unite it and get muscular union? Those of you who have 
done much operating upon torn sphincter ani muscles will hardly ac- 
cept a mere statement to this effect as final. Take a perineum that 
has been torn ten or fifteen years. What is the result of any muscle 
that has been put at rest so long? Atrophy. Those who have re- 
paired these atrophied muscles in sphincter ani tears know that the 
secret of success is either in stretching the muscle or in taking a 
knife and cutting the fibres; otherwise you will have failure of union. 
If you force the ends of the muscles together your stitches will cut 
out, and just as surely the ends of the muscle will retract to a greater 
or less degree. I don't say you will get a poor perineum, but I do 
say you will not get muscular union in the Noble operation. The 
stitches will inevitably cut, the muscles will retract, the union will be 
aponeurotic — the final result will be as in the Emmet operation and 
not as aimed at by Noble. 

Dr. Noble claims that the vagina is foreshortened in the Emmet 
operation. If there is any virtue in Emmet's operation it is that it 
does not foreshorten the vagina. The man who says it does loses ab- 
solutely the whole point that Dr. Emmet has made, aside from the 
discussion on the muscles. The question of foreshortening is to my 
mind absolutely life or death to the operation. If I remember any- 
thing about the Emmet operation it is that he protects against fore- 
shortening of the vagina, and I continually dwell on that point in 
teaching my students at the Polyclinic; it is the important element in 
the treatment of all tendency to prolapse. 

Emmet's operation does not fix the rectocele outside the body or 
at the vulva, as Dr. Noble seems to understand. A tenaculum 
draws it back at the angle of each sulcus and the V-shaped sutures 
fix it back. It is for that very reason they are placed V-shaped. Dr. 
Emmet passes sutures precisely as they are pictured in the diagram, 
and he distinctly states that the sutures include muscle and fascia. 
This is accomplished by dipping the needle deep down under the 
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muscle, and my understanding has always been to dip deep, so as to 
reach the muscle. My understanding has always been not only to 
get fascia, but to get muscle. The idea of Dr. Emmet was that they 
were so intimately connected that if you draw one forward the other 
will come, too. In this respect, therefore, Dr. Noble offers nothing 
that Emmet has not long since taught, and taught much the better 
way of accomplishing. Each sulcus suture, then (in the Emmet), 
not only catches muscle and fascia and draws them to their original 
place at the side of the vagina, but also draws the rectocele back 
towards the cervix, where it originally belonged. Each suture 
placed draws back its proportional amount of vagina to the cervix 
and brings it back where it belongs, and you are lengthening the 
vagina again and you are restoring it to its original length from the 
vulva to the cervix. What is the result of that? Seeing that on 
both sides you have drawn the rectocele back, you have left anterior 
everything denuded. 

Dr. Noble says when you place the crown stitch in the Emmet 
operation you drag the undenuded tongue of mucous membrane in 
between the labia and prevent union of the muscle ends. Here 
again he (Noble) misses the point, and advances something as new 
which is distinctly Emmet's. Dr. Emmet never pulls the rectocele 
down by his crown stitch, and if any one does so he does the opera- 
tion faultily. Nor does Emmet unite the labia — any one who does" 
so denudes too far out. 

Discussion. 

Dr. Noble: The fact that Dr. Norris has said that pretty much 
all I have done is Emmet's operation, and that Dr. Baldy has said 
that it is not, is rather confusing ; but I think myself that the basis of 
it is the Emmet operation, modified as I have described. 

The first point that Dr. Baldy has brought up is that of V-shaped 
sutures. I think the philosophy of the V-shaped suture is erron- 
eous. The fact that the suture is passed V-shaped is much empha- 
sized. You cannot get any fixed point on the median side of the 
vagina. Therefore the whole point is to pass the suture at as high 
a plane as you can hook it behind the muscle, and then you have 
something to pull on. It is not because the suture is put in in a 
V-shape, but because you get a fixed point around the muscle; that 
is the important thing to remember. If you will pass this suture 
superficially at the level of the mucous membrane and deeply 
through the muscle well down in the sulcus, it will draw the mucous 
membrane toward the anus, instead of rolling back the tissue toward 
the cervix. 
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Dr. R. C. Norris: I would like to ask if this (pointing to illus- 
tration on blackboard of the first suture in the sulcus that passes 
through the muscle) is a fixed point? Will not the suture, when 
tied, bring the lax tissues to that point? 

Dr. Noble: The point becomes fixed only because the suture is 
passed behind the muscle. It draws the lax tissues toward the 
lateral vaginal wall because of that fact, and not because of its V- 
shape. As a matter of fact, if the suture is started superficially and 
is passed more deeply behind the muscle in the depths of the sulcus, 
when the suture is tied the tissues will be drawn downward toward 
the muscle, instead of upward toward the cervix. 

Dr. Baldy: It is absolutely impossible to place that suture shal- 
low at the top and deep at the bottom ; it does exactly what Dr. Nor- 
ris calls attention to — enters deep behind or through the muscle end, 
and comes out gradually until it emerges in the depths of the sulcus. 

Dr. Noble: I am sure Dr. Baldy is in error. The suture can 
be passed as I have described. In fact, I habitually pass the two 
sutures below the crown stitch in this manner in order to bring the 
levator muscle ends together in front of the rectum. In other words, 
those gentlemen who get good results from V-suture do it in spite of 
its disadvantages. 

The next point was what Dr. Norris said about holding the rec- 
tum back in order to permit the bringing together in the median line 
of the muscle ends. I am sure this discussion will have a very good 
effect upon our members in their perineal work. It is a physical im- 
possibility to do what these gentlemen claim. From the edge of the 
levator muscle out to the skin where the crown stitch is introduced 
in the Emmet operation is from half to three-quarters of an inch. It 
is practically impossible to pass a suture through the skin down into 
the depths of the sulcus, to catch the end of the muscle, to catch the 
crest of the rectocele, and in a corresponding manner through the 
opposite side in such a way as when tied to bring together the ends 
of the muscle. So much tissue is included that the action of the 
suture is uncertain. 

Dr. Baldy: Nr. Noble speaks of skin; to what skin does he 
refer? 

Dr. Noble: I speak of the labia minora. 

Dr. Baldy: That is not skin; it is altogether mucous membrane, 
and at any rate the crown stitch of Emmet does not go through the 
labia minora if the operation be properly performed. 

Dr. Noble: I have seen Dr. Emmet do the operation; I was 
taught the operation by Dr. Kelly and have done it myself many, 
many times, and I call the part where the crown stitch enters skin. 
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Dr. Baldy: May I ask Dr. Noble what is the caruncula myrti- 
formis? 

Dr. Noble: It is supposed to be the hymen crushed by labor. 

Dr. Baldy: Is there not between the true hymen and labia 
minora a considerable area of mucous membrane? It is in this area 
that the crown stitch should enter. It is distinctly mucous mem- 
brane, and any one entering the suture in skin does not understand 
the operation. 

Dr. Noble: You mean the inner surfaces of the labia minora. 

Dr. Baldy: I do not. I distinctly disagree with this under- 
standing of the Emmet operation. If the labia minora is folded 
down it will close the vulvo-vaginal gland, a fault which Dr. Noble 
says happens to himself. It is precisely for this and similar faulty 
understandings that the operation is unsatisfactory in many hands. 

Dr. Noble: I am sure if the gentlemen do the operation in the 
new way outlined by myself they will find it is not like the old method 
and offers many points of advantage. 

Dr. Norris said he brought these muscles together with the crown 
stitch. I do not hesitate to say that is impossible. While the Doc- 
tor thought he did it, it was done only in an approximate way. In 
spite of all that has been said about the tip of mucous membrane, I 
have seen the operation done at least twenty times by good men, 
including Dr. Baldy, and each one brought the tip down into the labia. 

What Dr. Shoemaker has said I think covered this matter very 
well. Some years ago Dr. Shoemaker saw me operate and told me 
that I did not know how to do Emmet's operation, and now, having 
worked a little further away from the original Emmet operation, we 
have what is presented to-night. 

About this question of atrophy of the muscles. Dr. Baldy says 
that a few years after a laceration the muscles atrophy, but he has 
never split the fascia and inspected them. If he will split the fascia 
and look for them he will find they are not atrophied. The reason 
they are not atrophied is because they have been used. Because the 
original attachment is torn loose the muscle does not cease its func- 
tion, but it does it in an imperfect way. A great deal of this 
operation, whether the Emmet operation or this modification, con- 
sists in re-attaching the levator to the sides of the vagina and of the 
rectum, and the final part is merely the attaching of some fibres of it 
in front of the rectum. That anatomical point I wish to bring out 
very forcibly. 

The next point is shortening the vagina. I cannot understand 
how claim can be made that the Emmet operation will not shorten 
the vagina. The reason it must shorten the vagina is that you catch 
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the vaginal wall at a point that when traction is made upon it it will 
come up to the urethra. Emmet makes a point of this. This point 
is half an inch above that which lies normally under the urethra. As 
the part caught becomes the tip of undenuded vaginal mucous mem- 
brane, and this is sewed to the vulva, I maintain that you shorten the 
posterior wall half an inch. That is wherein the other operation 
does not shorten the vagina. You leave the tissue where it belongs 
and do not sew it to the vulva. 

About what Dr. Baldy said concerning cutting good tissue away. 
That I do not do. I laid special stress in my paper that the fascia is 
split with scissors to expose the muscle. I agree with Dr. Baldy that 
if you cut it all away it would be bad surgery. 

Finally, the Emmet operation, in my opinion, absolutely prevents 
any muscular tissue being in front of the rectum. Why does it do 
so? You have an undenuded strip in the posterior vaginal wall. 
You sew the end of that strip to the vulva; your crown stitch pulls 
it there; you sew it right down to the hymen. Therefore on the pos- 
terior wall there is absolutely nothing but the mucous membrane of 
the vagina and the rectum. Hence I say that the Emmet operation 
absolutely prevents restoration of the parts to their anatomical con- 
dition. 

There was very much that Dr. Baldy has said about pulling too 
much muscle in front of the rectum that I agree with heartily. I 
pointed out in the paper that it would be very easy to drag too much 
muscle together. It is only desired to bring the torn ends or the 
anterior border of the muscle together. 

In conclusion, I am very glad that the paper has elicited a good 
discussion, because every man who has done many of these opera- 
tions knows what an important thing it is to do a good perineal op- 
eration. As to the practical outcome of this work, my experience 
has been that the results are eminently good. I only remember two 
cases where the result of the operation was spoiled by infection and 
suppuration, and the number in which results were poor were not 
above one or two. The results have been certainly always as good 
as any operation with which I am familiar. 

Persistent Nausea and Vomiting of Pregnancy, with Report of Cases. 

By Edward P. Davis, M.D. 

(See page 131.) 

Discussion. 

Dr. Norris: I was very much interested in Dr. Davis' paper, 
which has treated the subject most thoroughly. I agree with him 



dTgitized by ( 



The Philadelphia Obstetrical Society. 151 

as to the great desirability of terminating pregnancy before it is too 
late. I have seen some five or six cases during the last few years. 
One case, seen with Dr. F, W. Packard, in which I terminated preg- 
nancy, I especially remember. I felt that the patient would die cer- 
tainly without and perhaps in spite of the operation of inducing abor- 
tion. I was very much impressed by this patient with the condition 
of the tongue and her general appearance, which was that of a 
typhoid condition. When we find a patient in that condition, with 
a feeble heart whose first or muscle sound is weak, with a dry, brown 
tongue, and with great emaciation, as pointed out by Dr. Davis, the 
chances are that even termination of pregnancy may not save the 
patient. It is unquestionably the duty of the physician to make an 
early and careful pelvic examination, and to inspect the cervix 
through a speculum. In three cases of vomiting so persistent that it 
was necessary to keep the patients in bed, the uterus in each case was 
normal in position, but the cervix was very congested and a purulent 
discharge flowed from the cervical canal. I have cleaned the cervix 
out repeatedly with peroxide of hydrogen, have relieved constipation 
by laxatives, and have cautiously nourished the patient with pre- 
digested liquid food, or by means of nutritive enemata, until she had 
passed beyond the danger line. It requires, however, the best of 
judgment and the most careful treatment to temporize with these 
grave cases, and I agree with Dr. Davis that such cases must always 
be studied critically. The man who is busy with general practice 
has neither the time nor inclination to critically study a case of this 
kind. He is not in a position usually to study the chemical and 
microscopical characters of the material vomited and of the urine, 
and thus to learn whether or not there is a grave toxemia which will 
not justify the time required to routinely try the large number of 
-drugs recommended for this disease. When it has been determined 
to terminate pregnancy it seems to me it should be done at one sit- 
ting. It has been my experience that if we dilate the cervix, use a 
tampon and wait for Nature to expel the ovum, perhaps even forty- 
eight hours will make a difference in the result, bringing failure 
instead of success. By the time one makes up one's mind that preg- 
nancy must be terminated the woman is critically ill, and the sooner 
pregnancy is terminated the better. I have found that exaggerated 
vomiting in pregnant women is so frequently due to irritability of the 
nervous system that my first prescription is for the bromides and 
•chloral. In every case where the vomiting has gone beyond the 
physiological limit it is my routine practice to make a pelvic exam- 
ination, to look especially for uterine displacements, then for con- 
gestion or inflammation of the cervix, and in the absence of symp- 
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toms of this kind to study the woman's nervous system with especial 
care to detect the presence of toxemia. The extreme emaciation, 
profound blood alteration and great depression which characterize 
these patients indicate that there is some grave disorder of the ner- 
vous system, and I think that some light will be thrown on these 
grave cases by critical autopsies. It was my misfortune not to secure 
an autopsy in one case that died after terminating pregnancy. I 
have induced labor in four or five others with success. It is only by 
prompt action that we can save such grave cases. 

Dr. Noble: My experience with the pernicious vomiting of 
pregnancy has been very limited. I have never seen but one patient 
that died as a result of this complication of pregnancy; and this one 
died after the induction of labor, so that so far as my own experience 
goes it is not worth very much. 

I think, however, that in managing cases that reach this stage, 
good judgment and careful treatment prevent a goodly number from 
passing over the danger line, but aside from that I must agree 
entirely with the spirit of the paper, which I think is eminently 
judicious and well worthy of the careful consideration of all of us. 

Dr. Edward P. Davis: I recognize fully the fact that a con- 
gested condition of the cervix may contribute to the causation of per- 
sistent nausea and vomiting. That point was not dwelt upon by me. 
The paper has, of course, made no attempt at all to cover the entire 
pathology of the affection, but to emphasize certain points that these 
selected cases have brought out, and as such I am glad to find that 
it has interested the society. 

Dr. C. P. Noble: Every abdominal surgeon who has operated 
for some years has passed through the period of draining. I remem- 
ber there was a time when I drained ninety per cent, of all the cases 
I operated on. This dropped steadily, until this year it was a little 
over one per cent. How will we deal with cases that we know are 
bad cases? The last section I did I tried a method which is based 
on recent experimental work. Definite experiments have been 
made as to how to get the peritoneum to take care of infection, and 
it has been demonstrated mathematically that with a given dose of 
infection you could either have a peritonitis or not have it, depending 
upon how much the infection is diluted and how widely the infection 
is spread over the peritoneal surface. If you have your peritoneum 
infected, if you dilute it by filling the abdomen full of saline solution 
and elevate the pelvis of the patient so that it will be distributed 
throughout the abdomen — up to the liver and diaphragm — the 
chances are that the peritonitis will be prevented. 

This is diametrically opposed to what we have been doing. Here- 
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tofore we have endeavored to confine infection to the pelyis. The 
last case I operated on was one of papillary cancer of the ovaries 
with cystic tumors. One was ruptured, and the mucilaginous con- 
tents were smeared all over the abdominal viscera, and there were 
various secondary papillary growths over the bladder and bowels. 
Of course this material cannot be washed out perfectly. I thought 
I would try this method in this case. We had to deal with a lot of 
material which was attached to the peritoneum. I washed out the 
peritoneal cavity as well as possible, then filled it with saline solution 
and sewed up the abdomen. The patient went to bed with a pulse 
of 130; it soon dropped to 70 or 80; she had a certain amount of fever, 
a temperature of 101 degrees, with some nausea; otherwise did well 
and made a good recovery. This particular case only serves to 
bring in the subject, but I think it is a very interesting one, and one 
which it is well worth while for all of us to think about. 

The idea is that with a definite amount of infectious germs in the 
peritoneal cavity, if you wash out as well as you can and then dilute 
the germs and scatter them all over the peritoneal cavity, that the 
healthy peritoneum will be very much better able to take care of 
them than if we leave them all down in the pelvis. 

Dr. J. M. Baldy: I have been very much interested in this sub- 
ject, and will ask the secretary to list me for a paper on it for the next 
meeting of this society. 

Frank W. Talley, Secretary. 

Oflficial Transactions. 
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REMARKS ON DRAINAGE FOLLOWING ABDOMINAL 

SECTION.* 

By J. M. Baldy, M.D., Philadelphia. 

It appears to me that no exaggeration is made when the state- 
ment is advanced that the tendency of the day in surgery is to as 
much as possible eliminate drainage, and that experience is daily 
proving that this procedure is less and less necessary in abdominal 
surgery. Ideal surgery is that surgery which permits the surgeoa 
to close tightly all wounds in such a manner that there will be need 
of no after-treatment or dressing. The nearer one can approach 
this desideratum the nearer he approaches perfect surgery, and any 
tendency which leads one away from the accomplishment of this is- 
faulty, and is to be tolerated only as a necessary evil. Such is drain- 
age — it is a necessary evil in abdominal surgery, and becomes the 
more necessary in proportion to the lack of skill or judgment 
brought to the case by the individual surgeon. It is a notorious 
fact that there are surgeons of equal skill, working with the same 
facilities and on the same class of cases, and yet one will use drain- 
age in from 50 to 75 per cent, or more of his cases while his neigh • 
bor will be using it in only from 5 to 10 per cent, or even less. The 
question naturally arises, what is the difference in results as be- 
tween two such men? One would naturally imagine a comparison 
in such a case would quickly settle the matter pro or con. It is just 
such comparisons which are rapidly crystallizing surgical sentiment 
against drainage, excepting in exceptional cases. Compare, for in- 
stance, the work of any ten recognized leaders in abdominal surgery 
in Philadelphia, the one using drainage freely and the other practi- 
cally not using it at all — there are several such examples open for 
comparison in this city. What is the result? As far as mortality is 
concerned, especially in the case of septic deaths, the advantage lies 
rather with non-drainage. But lest there be any dispute or quibble 
on that point, let us say, for the sake of the argument, that there is no 
difference, the range of mortality is about equal. This, I think, no 
one who is at all cognizant of the facts as they stand to-day, will ven- 
ture to gainsay, otherwise I can assure him he is woefully lacking as 
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to the true, plain facts which are within his reach any time he may 
take the trouble to investigate them. Granting then that the mor- 
tality is equal, is not the question settled most emphatically against 
drainage as a routine practice? He who has run the gauntlet of 
caring for a drainage tube or caring for and removing a gauze drain 
will in the majority of instances accept it as a thing of the past. He 
who has seen fistula after fistuL follow its use will breathe a sigh of 
relief. He who has felt with a certain degree of uneasiness that a 
large portion of his resulting wound hernias have been due to the 
drainage tube will gladly in future dispense with its use. 

Drainage has been so strongly and systematically preached dur- 
ing the past decade that in abdominal surgery it has taken deep 
root, and will no doubt be hard to eliminate from one's work. I 
can well remember with what trepidation I closed wounds and re- 
turned patients to bed when I became convinced that I was using 
drainage with unnecessary frequency and determined to make the 
effort to in part at least eliminate it from my practice; how, as 
I advanced, my confidence became greater and greater until to-day 
it is the exceptional case I drain — certainly not more than 5 per cent. 
My working rule has become, "when in doubt do not drain." The 
result has been that since I have practically ceased to drain I have 
not seen a fistula occur nor do I know of but one or two hernias 
during the past three years' work. The relief from the care of and 
anxiety over the tube has been simply immense — so great in fact, 
that the circumstances would have to be exceptionally strong which 
would force me back to the old practice. The free suturing of all 
wounds with catgut, and thus rendering all traumatisms extra peri- 
toneal and at the same time getting rid of oozing to as great an ex- 
tent as possible has helped to eliminate the necessity of drainage. 
The adoption of the Trendelenburg position in operating has not 
merely facilitated this but has rendered it possible in cases where 
it otherwise would not have been so. Even with a considerable 
amount of oozing no fear need be entertained, as not only practice 
but experimentation has amply proven the ability of the peritoneum 
to care for and dispose of a very considerable amount of fluids as 
well as solids. 

Drainage, like the clamp in ovarian cysts and the serrc-noeud in 
hysterectomy for fibroid tumors has been in the evolution of 
abdominal surgery a necessary evil — an evil which like the others, 
has in great part ceased to exist. We cannot entirely dispense with 
drainage, but he who drains over 5 or 10 per cent, of his cases takes 
unnecessary trouble and risk and in future will probably see this 
percentage lowered. 
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It will probably, and with justice, be demanded that my results 
be given in view of my emphatic and radical departure from the 
practice of the past. As an encouragement for those who are 
disposed to rid themselves of the evils and annoyances 
of drainage, I may state that since resuming my work last 
September after the summer's vacation (a period of six months), I 
have drained but three times, twice with gauze and once with glass. 
In two of these cases I should again drain had I to do over. One was 
in the case of an acute puerperal pelvic abscess in a moribund 
woman — abscess opened, emptied, washed out and drained. The 
other case was one of old, longstanding double ovarian abscesses 
. and pyosalpinx with a long-standing bowel fistula and periodic dis- 
charges of pus from the rectum. This case was drained with gauze 
as a precaution lest the closure of the bowel opening should not 
prove secure. The precaution was well taken, as a temporary fecal 
fistula formed. The third case drained was a doubtful retroperi- 
toneal condition. At the time it was considered to be possibly ma- 
lignant. Drainage was a mistake in this case, and would not be re- 
peated had I the operation to again perform. In the six months' work 
there was but one death, in either private or hospital work, all 
classes of abdominal surgery being included — that death being in 
the case of the acute puerperal patient already quoted, and which 
was drained. There has not been a single non-drainage death in 
this time. 

This record is my answer to any one criticising my remarks on 
drainage. It appears to my own mind at least to fully justify what 
I have had to say on this subject, and my hope and object in pub- 
lishing it is that it may be of encouragement to others who may be 
disposed to follow in my footsteps as I have followed in the footsteps 
of others. 
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SAPRiEMIA RESULTING FROM THE PRESENCE OF A 
DERMOID CYST.* 

By E. E. Montgomery, M.D., Philadelphia. 

On the evening of February 1, 1897, I saw, in consultation with 
Dr. W. H. Teller, a lady who had four days previously undergone 
her eighth confinement. The labor had been completed, after some 
difficulty, with forceps. Her condition had been fair until the morn- 
ing of the fourth day, when she had a chill and an elevation of temper- 
ature reaching near 104 F. The uterus had been curetted but with- 
out result. She was in a chill when I saw her. She looked very 
anaemic and the pulse was frequent The napkin was saturated with 
bloody fluid. Vaginal examination disclosed a badly lacerated cer- 
vix, lacerations which were evidently the result of previous labors. 
The abdomen was very large and fat. The entire appearance was 
that of a very luxurious woman, who was overburdened with fat 
The recti muscles were separated, which permitted the abdominal 
contents to be more readily palpated. The uterus was large, mov- 
able, and not especially tender. In front of the upper part of the 
uterus was recognized a tumor the size of a child's head, which 
could be moved from side to side, and apparently had a long pedi- 
cle, which, so far as I could determine, was connected with the an- 
terior face of the uterus. The mass was quite firm, giving the sen- 
sation of a bone. A subsequent examination gave over a part of its 
surface a crepitation which produced the suspicion that adhesions 
were forming, leading to the suspicion that injuries during birth 
or changes subsequently had resulted in death of the part and the 
consequent sapraemia from which the patient was suffering. 

This was the condition upon my second visit, and was associated 
with continued elevation of temperature and another chill. An 
operation for the removal of the mass and possibly the uterus as 
well, was decided advisable. The vagina, as a preliminary, was care- 
fully scrubbed, during which a tear was discovered upon the right 
side posterior, which, however, presented no exudate. On the left 
side near the uterus was seen an opening, not before discovered, in 
w r hich some dark clots were noticed. 

The abdomen was opened and the uterus raised, when, much to 
my disgust, no tumor could be seen. The fundus did not present 
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the sense of resistance necessary to account for the mass which we 
had felt. Passing to the left a chilcPs-head sized tumor was brought 
up, which was adherent above to a broad band of the omentum and 
below by a fold of peritoneum to the pelvis immediately to the left 
of the bladder. The tumor was swung between the omental ad- 
hesion and this fold, so that when undisturbed it would lie in front 
of the uterus and could be pushed to either side, but more readily to 
the left. The adhesions were ligated and the mass removed. The 
uterus was then removed without difficulty and without hemorrhage. 

The base of the peritoneal attachment of the tumor and in front 
of the bladder was black, evidently from an extravasation of blood. 
By investigation external to the fold it was seen that this supposi- 
tion was correct. A large collection of blood, a thrombus, had 
formed, which extended along the left side of the vagina nearly to 
the vulvar orifice, and was the clot which I had seen through the 
vagina. The abdominal wound was closed, and after it was dressed 
the vagina was torn down from the opening at the left of the cervix 
to the bottom of the dissection to insure the better drainage. The 
patient was put to bed in fairly good condition, but the temperature 
did not subside, and she died thirty-six hours later. 

Reviewing this case, her condition was undoubtedly a result of 
sapraemia from infection of the pelvic thrombus. The growth, 
while contributing through the compression of its pedicle to the 
formation of the thrombus, was not itself injured or affected by the 
parturition, and had produced no baneful influence upon the conva- 
lescence. 

In the light of this knowledge, the patient would undoubtedly 
have had a better chance if we had ignored the existence of the 
growth, and confined our attention to the treatment of the infected 
thrombus by careful irrigation and drainage. 

A point of interest in the case is the evidence that the original 
pedicle had been destroyed by torsion, as the left tube has disap- 
peared, and the tumor has subsequently derived its nourishment 
from the omental and peritoneal adhesions. The history of the pa- 
tient, however, afforded no clue to the time when this accident had 
occurred. The upper part of the tumor was hard and bone-like, the 
central portion had a thin shell of bone, which crepitated under 
pressure. The inferior portion was soft, fluctuating, and, upon 
being opened, gave vent to a thin, oily material, and the cavity was 
found filled with hair. 
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REPORT OF A CESAREAN SECTION * 
Bv W. Reynolds Wilson, M.D., Philadelphia. 

L. A., the subject of this report, a colored gravida of fourteen, 
presented herself for examination at the Obstetrical Clinic of the 
Philadelphia Lying-in Charity on July 28, 1896. At that date the 
fetal heart sounds were detected and the diagnosis of pregnancy 
was established, the latter having progressed to the completion of 
the sixth month. The circumference of the abdomen was 84.5 cm.; 
the girl's height, four feet two inches. She was symmetrically 
formed and presented no evidence of bony malformation from rick- 
ets. The relative development of the pelvis appeared normal. The 
pelvic obliquity was also normal. The external measurements were 
as follows: 

The distance between the ant. spines, 21 cm.; between the crests, 
24 cm.; the external conjugate, 15 cm. The measurements at the 
outlet were not noted. 

The diagonal conjugate was measured approximately by intro- 
ducing the hand and measuring the distance between the tip of the 
second finger, which had been in contact with the promontory of the 
sacrum and the point on the inner surface of the first phalango- 
metacarpal joint, which had been in contact with the under surface 
of the symphysis. This measurement was slightly under 9 cm. The 
true conjugate was estimated at 7 cm., deducting less than 2 cm. 
from the former measurement. The circumference of the pelvis was 
78 cm. It will be seen from these measurements that the pelvic 
anomaly consisted in size rather than in form. No anomaly of fetal 
development as to size was detected by palpation. 

Toward the end of pregnancy the head was diagnosticated as the 
presenting part, and the fetal heart was heard to the left, below the 
umbilicus. 

The conditions in the case presented relative indications for 
Caesarean section, based upon a general contraction of the pelvis, 
the deformity being of serious degree by reason of the lessening of 
all the diameters, and especially the internal conjugate. The di- 
minution of the internal conjugate to seven centimetres might, in 
itself, be considered moderate, and in itself demanded only expec- 
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tant treatment, but taken in conjunction with the lessening of the 
other diameters it made the outlook serious. There appeared to be, 
however, no necessity for operating before the accession of labor, as 
the patient was to remain in the hospital, where she could have the 
proper surroundings necessary for immediate surgical intervention, 
and as the Porro operation was not considered. It was, therefore, 
thought advisable to wait until the chances for complete uterine con- 
traction, with separation of the placenta and drainage through the 
cervical canal, should occur. The induction of labor was not in- 
dicated, for the following reasons: first, the actual development of the 
foetus as to size and the compressibility of the fetal head were not 
known; second, the dynamic influences of labor; that is, the uterine 
contraction and the moulding due to pelvic resistance, were untried. 
In other words, with the head in the most favorable position, the 
fetal development moderate and the compression of the head ex- 
treme, there was a possibility of delivery. The absence of any one 
or all of these conditions, however, could not be determined until 
labor had begun, and, therefore, it seemed better to wait until the 
indications for intervention were clear. 

Labor pains began during the night of November 3. They in- 
creased in frequency and force until half-past twelve of the following 
day, when dilatation was complete. The head at this stage remained 
freely movable above the inlet, while a pointed pouch of membranes 
projected through the dilated os. The parturient was in good con- 
dition, her pulse, temperature and respiration were normal, and her 
pains regular and of an expulsive character. No contraction ring 
was observed. The fetal heart sounds were normal and the fetal 
movements active. The vaginal secretion was normal, and the edge 
of the os externum thin and evenly dilated. It was deemed oppor- 
tune to interfere at this stage, as the engagement of the head 
seemed an impossibility, and as the degree of contraction contrain- 
dicated the milder operative measures. The patient was accord- 
ingly prepared as if for celiotomy, the vaginal tract receiving special 
attention. 

The uterine tumor was grasped at the fundus and over the sym- 
physis by either hand of the assistant and held firmly enough in 
place to keep the abdominal wall on the stretch and cause the linea 
alba to correspond to the median axis of the uterine body, thus facil- 
itating the division of the muscular layer of the abdominal wall. The 
incision was carried to two inches above the umbilicus and extended 
by the use of scissors well down to the peritoneal deflection at the 
bladder. The fundus of the bladder was depressed, and thus kept 
free from the extension of the incision. As soon as the uterine 
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tumor was exposed the edges of the incised abdominal wall were 
pressed down around the uterus to prevent the escape of the intes- 
tines, although the uterus was not delivered. The uterine wall was 
incised rapidly to the sub-mucous layer, the identity of which was 
marked by the dilated sinuses. This layer was divided more care- 
fully, in order to avoid either incision into the placenta, should it 
have been situated beneath the incision, or premature escape of the 
liquor amnii. As the uterine tissue was divided, the tense bag of 
waters protruded through the opening. The incision was enlarged 
to the fundus, the membranes ruptured and the amniotic sac evac- 
uated of fluid. The child, which lay in normal attitude, the head 
presenting and the back toward the left, was delivered by grasping 
the feet. The uterus, which was firmly compressed by manual com- 
pression of the cervix, rapidly contracted as the head was delivered. 
The delivery of the head was accomplished by means of flexion, the 
fingers being introduced into the mouth and the chin being brought 
in apposition to the sternum. The cord was clamped and the cry- 
ing infant given to the nurse. 

After delivery of the child the intestines were kept in place by 
sterile gauze pads, and both the uterine and abdominal cavity freely 
irrigated with hot sterile water. The latter procedure was effective, 
both as a preventive of shock and in stimulating uterine contrac- 
tion. It took some minutes to separate the membranes, owing to 
the contraction of the lower segment of the uterus, but, by gently 
relaxing the pressure over this portion of the uterus, they were 
finally removed. Silk sutures were introduced through the uterine 
wall, not including the endometrium, and superficial silk sutures in- 
cluded the peritoneum and the superficial muscular tissue. Through 
and through silk sutures closed the abdominal incision. In all, there 
were thirteen uterine and seventeen abdominal sutures. The wound 
was dressed with a sterilized pad, and a Canton flannel binder ap- 
plied. The patient sustained practically no shock from the opera- 
tion. The time required to complete the operation was twenty-five 
minutes. The child weighed seven pounds and three ounces. The 
measurements of the fetal head were as follows : Sub-occipito-breg- 
matic, 9 cm.; occipito-frontal, 12 cm.; occipito-mental, 12.5 cm.; bi- 
parietal, 8.5 cm. : circumference, 35 cm. 

The puerperium was marked by a slight rise in temperature, 
reaching to 101 F., as the highest point, and subsiding to normal 
on the tenth day. Accompanying this there were no local symp- 
toms, excepting slight tympany. The record of the puerperium on 
the tenth day presents the following note: 

"Patient in excellent condition; wound perfectly dry and clean. 
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Involution complete to date; that is, the uterus is hard, but retrac- 
tion is somewhat delayed; no sensitiveness; lochia serosa." 

The stitches were removed on the eleventh day. There' were 
no evidences of irritation along the line of incision, except at the um- 
bilicus, where some slight overlapping of the edge of the wound 
showed a granulating surface. Lactation was normally established. 
On the fifth day the infant developed a mild conjunctivitis, probably 
from contact with an adjacent case of specific ophthalmia. With 
this exception the child's condition was favorable. 

In commenting upon the indications in the case, we must note 
that if the growth of the pelvis had ceased our choice of procedure 
would have been different. The Porro operation would have been 
considered. As it was, we were dealing with an undeveloped, non- 
rachitic pelvis, and the chances of further development warranted 
the less radical operation. Otherwise we might assume, irrespec- 
tive of the age of the patient, that the deformity was that of a gen- 
erally-contracted dwarf pelvis; but in so doing we should have to 
disregard the absence, in our case, of the most positive signs of this, 
namely, narrowness of the sacrum, with lessening of its length and 
contraction at the pelvic outlet. The remaining doubtful point in 
the diagnosis of deformity must not, however, be lost sight of; that 
is, the possibility of a simple justo-minor pelvis. Nothing but the 
future history of the case, as the girl obtains her full development, 
will make this clear. In the meantime, the diagnosis of a contracted 
pelvis of infantile type, associated with small stature, but not neces- 
sarily dependent upon a tendency to dwarfish development,^ must 
remain. 

My thanks are due to Dr. Boyd and Dr. Hopkinson for their as- 
sistance in the case. 
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TRANSACTIONS OF THE PHILADELPHIA OBSTETRI- 
CAL SOCIETY. 
Stated Meeting, March 4, 1897. 
The President, E. E. Montgomery, M.D., in the Chair. 
Remarks on Drainage following Abdominal Section. 
By J. M. Baldy, M.D. 
(Seepage 154.) 
Discussion. 

Dr. Joseph Price: The propriety of discussing a paper in the 
absence of the author is always questionable. This is open for dis- 
cussion, and we had better discuss it, as we are here for that pur- 
pose, and leave it for the author to defend himself some other time 
in a similar discussion and discuss the subject in a general way. The 
author of the paper does not dismiss drainage. At three or more 
points in the paper he admits that it is important, and he gives an 
approximate percentage of five or more per cent in which it should 
be practised, but it is impossible for the individual operator to lav 
down rules for all abdominal surgeons. Our methods differ. The 
author indicates very clearly that his methods differ decidedly from 
those of others both at home and abroad and in neighboring cities. 
The work of individual operators in the same city differs greatly. 
For instance, in this city it is an easy matter for one to dismiss 
drainage cases, if he wishes, from his work, but in the discussion of 
a subject of so much importance it is well to consider not only the 
history of the subject, but the advances we have made and how we 
have made them. 

Drainage has really given us an abdominal surgery or a pelvic 
surgery. The author surely loses sight of much of the recent work 
and many of the advantages in methods and also in detail. The 
author it seems, objects to the anxiety following the use of drainage. 
This has never been my experience; on the other hand, it relieves ail 
anxiety. For instance, I have cases with drainage-tubes in now. I 
placed them yesterday, and I placed them in another patient to-day, 
and they relieve my anxiety. For instance, I asked my nephew to 
inspect the drainage tube, and to clean and remove it if necessary. 
The tube had been in thirty-six hours. He came back and said the 
fluid was dark. I knew what this meant, and directed him to leave 
the tube in. In another case, a desperate one, the appendix was re- 
moved There was an ovarian abscess and pus tube, and a careful 
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toilet with drainage was instituted. At not a point below the 
promontory of the sacrum was there a particle of peritoneum to 
absorb fluids, healthy or filthy, septic or non-septic. It is just that 
group of cases I refer to. Surely no one would permit the bottled- 
up fluid to remain, four or five ounces in quantity, dirty, stinking 
fluids. 

Keith, in his little work discussing the Listerian methods and the 
like, says, "Where would we be without drainage?" dismissing the 
spray and solutions, and adopting only a gospel of cleanliness, where 
after all, would we be without drainage? He makes that statement 
with a series of forty-four cases in the Royal Infirmaries (the patients 
treated before large classes) with one death. Later he makes the 
statement of eighty-two or eighty-eight operations done in the 
Royal Infirmary before classes, with a mortality of two. 

Now Wells always questioned the value of drainage, he reports 
two desperate cases that he drained and that got well, and he makes 
an apology for the drainage, notwithstanding that both of them re- 
covered. He states that he did not drain in a large group of cases, 
and they got well, and probably if he had not drained these two 
they would have recovered. Mr. Tait, speaking of drainage, said 
some few years ago that he was not draining as much as usual, but 
he goes on to say that the preparation of his patients is much more 
thorough. The good results were largely due to the fact that the 
patients were prepared before the operation by free purgation, empty- 
ing the alimentary canal of everything that might cause trouble. 

You remember that Atlee and Nathan Smith and others em- 
ployed what we might call now the wick drainage; for instance, 
Morris, in New York, says that drainage in appendicitis, more than 
the wick, is not necessary, and I suppose Morris is one of the more 
refined authorities in appendicitis that we have in this country. His 
work is probably the best in the world, and he simply uses the wick 
drainage. Remember at the same time he does not do simply an in- 
cision operation. He liberates all bowel adhesions, the small and 
large, and repairs all complications incident to the appendicitis. 
Atlee permitted two or more ligatures to come out of the lower end 
of the incision. At that time Nathan R. Smith used a ligature made 
of a kid glove. Atlee used the linen of the shoemaker-thread, so the 
ligatures used early in the history of ovariotomy were probably as 
large as the wick of gauze, and early in the history of ovariotomy, 
of the first twenty-four or twenty-seven done in America, the mor- 
tality was just about as low as it is at present. 

To sum up the importance of drainage, you can discuss the sub- 
ject from two or more points of view. We know very well that a 
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hospital surgeon, private or public, can keep his mortality down just 
about as low as he chooses to. For instance, I can always either 
keep my mortality at 1 per cent, or nil. You can do it in two ways: 
you can do it by fixing your fee too high, by dismissing dangerous, 
desperate cases, you can refuse these cases, telling the friends and 
relatives that they are inoperable, that they are hopeless. But there is 
no influence on the face of the earth combined that would influence 
me in the least as to the value of drainage, my experience has been 
and is progressive in the highest degree, notwithstanding my work 
has been under the observation of a large number of experienced 
operators. At least five hundred operators visit my work yearly, 
and they see the drainage-tube placed every day. I have not done 
a ventrofixation in ten years. The percentage of drainage in my 
own work has increased. I remember some years ago it varied 
from forty-five to even seventy per cent., even then in the alleys and 
courts the mortality was only one per cent and never above it. 
Later, when everybody got to operating, and a good many got to 
refusing complicated operations (and there are no more complicated 
class of cases come into my hands than those patients who have been 
operated upon previously by other men and find themselves as bad 
or worse as a result). At that time there was a general questioning 
as to drainage both at home and abroad, and I believe the utterances 
of Mr. Tait in this relation, that he was not draining as much as 
usual, were really harmful, because he did influence a class of men. 
Now the statement that the tendency is to non-drainage is an error, 
because the whole world, the whole continent, New York and 
wherever the new vaginal surgery is done, extirpation, partial and 
complete, there is a universal and wholesale admission that drain- 
age is so perfect, that drainage is so complete that it saves the pa- 
tient. That is very true, if drainage is copious. By abdominal sec- 
tion, however, you can make sure that the pelvis is freed of ad- 
hesions ; make a free incision, remove suppurating tubes and ovaries. 
Some men puncture them, and then use free drainage in the vaginal 
method; that is, they puncture the ovaries, and go on the principle 
that drainage will do the rest. It is only necessary to pick up the 
journals at home and abroad, and you will find the admission that 
"drainage will do the rest." After all they have come back to my 
position. While condemning my position in drainage (and the 
general tendency was to get along without drainage for a time), 
they have come back to abundant drainage. Many who con- 
demned my method have adopted the drainage, notwithstanding 
their surgery is imperfect 

Dr. R. C. Norris: Dr. Baldy has brought up a subject that is 



Digitized by 



Google 



1 66 The Philadelphia Obstetrical Society. 

of the keenest interest to every one who attempts to do abdominal 
surgery. A general discussion will be of interest to us as well as to 
those who read our Transactions. 

It seems to me that each individual must be guided in this ques- 
tion by his own experiences — by the cases which he individually 
meets. In other words, the character of the cases that one meets 
and the character of the work done by the individual must determine 
for that individual when to use and when not to use drainage. We 
cannot advance the general proposition that drainage should be used 
in a certain definite proportion of cases. We meet at times a very 
easy group of cases, and the next group of cases may be very 
difficult for us. It is important not to be too much influenced by 
Dr. Baldy's paper. Each operator must use his best judgment, as 
I am sure Dr. Baldy does. I remember having been influenced by 
a recent conversation with him. His excellent results without 
drainage induced me to close up a case when I should have drained 
it. y I can recall other cases wherein not to have used drainage 
would certainly have lost the patient; one case particularly, where 
the bowel was gangrenous, an extensive resection of the intestine 
was required, and drainage not only with a glass tube but drainage 
with gauze into the vaginal vault, I am quite sure, saved the 
woman's life. That the character of the surgical work determines 
the omission of or necessity for drainage is certain. 

Those men who deal with old pus cases by hysterectomy obtain, 
to my mind, more complete results. Their technique prevents their 
having pools of blood in the bottom of the pelvis, and therefore they 
are not called upon to use drainage so frequently, as indicated by 
Dr. Price's remarks. If we simply take away pus tubes, ligating 
only the ovarian arteries, and the tops of the broad ligaments, 
and leave in the bottom of the pelvis widespread adhesions which 
have been torn, the blood supply left in the pelvis is certain to permit 
oozing that very often requires drainage. If, on the other hand, as 
we all know Dr. Baldy does, both the uterine and ovarian arteries 
are ligated, thus completely controlling the blood supply, and if the 
tissues in the bottom of the pelvis are shut off from the peritoneal 
cavity there is clean, clear-cut surgery and there is no oozing. Look 
at these cases as you see them after the operation is finished. There 
is no blood in the pelvis, the raw surfaces are covered up and cannot 
bleed. 

If we are to retain the old plan of operating it would be neglect 
of duty not to use a drainage-tube. In some of these desperate 
cases where we are called upon to use the drainage-tube, it seems to 
me that the chances for a fistula or hernia are not to be put in the 
balance with the patient's life. 
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Dr. Price has pointed out that the vaginal operators claim as one 
of the most important features of their treatment, the widespread 
drainage that they obtain. That is very true, since to them drainage is 
a necessity, for their work is necessarily, and often incomplete. Such 
is not the case with the abdominal operator who cleans the pelvis to 
the vaginal junction of the cervix. Now I think that Dr. Baldy has 
brought this question out with the idea of eliciting our individual 
opinions and, as I have said, the character of the case we have to 
deal with and the character of the wdrk done by the individual must 
determine for that individual whether or not to use the drainage- 
tube. . A discussion that can help us in this matter to a clear-cut de- 
cision is of great value, because every one who does this work is at 
times undecided, and knows the great anxiety it occasions when 
one must decide whether to use the drainage-tube in an individual 
case or whether to trust to chances and close the abdomen without 
drainage. I believe the more complete the surgery the less the 
demand for drainage, and it should be observed that those men who 
are the most experienced operators will frequently do without drain- 
age where less experienced operators will necessarily drain. The 
point I wish to make clear, that of cleaning out the pelvis and ligat- 
ing all arteries, will certainly do away with the necessity for drain- 
age in a large number of cases. 

Dr. C. P. Noble: My own experience has been very much that, 
I believe, of Dr. Baldy's, namely, that I have very greatly lessened 
the frequency with which I drain. In the first one hundred or two 
hundred abdominal sections I performed, ninety per cent, were 
drained; in the last one hundred abdominal sections I think three 
were drained. That about represents what my experience has 
taught me about the wisdom of avoiding drainage whenever it is 
possible. There are various reasons why I have given up drainage, 
except in extreme cases. The principal ones are that with the facili- 
ties we now have for work, we can do so much better work than we 
could five or six years ago, that we can eliminate a number of 
reasons for drainage. I was very glad to hear Dr. Norris state his 
views on hysterectomy, because I have spoken frequently of hys- 
terectomy from this particular standpoint. - Any one who has done 
oophorosalpingectomy by the old method, and ligated only the 
upper part of the broad ligament, knows very well that oozing takes 
place when the operation is over if there are many torn adhesions 
low down on the broad ligament. It is true that by putting the 
patient in the Trendelenburg posture and making a long incision 
you can, with a great deal of trouble, place ligatures on the floor of 
the pelvis, and thus control oozing, but it is a very difficult mat- 
ter. I have done it a number of times in my experience, and know 
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you can get ligatures down there, but it is a very troublesome and 
trying piece of work. In these cases if hysterectomy is done the 
uterine artery as well as the ovarian artery is controlled. The healthy 
peritoneum over the front of the uterus and over the front of the 
broad ligament can be stitched over this wounded area, and a com- 
paratively healthy peritoneum is left in the pelvis, and in all these 
cases drainage can be done witnout, by simply substituting hysterec- 
tomy for double ovariectomy. If I continued to operate by the old 
method I should probably drain twenty times as often as I do. 

I was first influenced to give up drainage by the results Dr. 
Baer got. We all knew Dr. Baer had good results, although he 
drained practically not at all, and although his asepsis was no more 
rigid than ours. Another thing was the work done by Dr. Robb 
and Dr. Ghrisky bacteriologically. And when better results were 
obtained without drainage I was very glad to do without the annoy- 
ances which were entailed by its use, and I may say that inside of the 
last five or ten years I have operated on 356 cases without drainage, 
and so far as I know there have been only two hernias in the list. 
In this way you get no fistulae or herniae, and patients get well more 
quickly, and much more comfortably. 

Another point in getting rid of drainage is that in very extensive 
pelvic abscesses I have substituted incision and drainage per 
vaginam for the more formal abdominal operation. In that way we 
can get rid of the drainage, which would be advisable in such cases 
after coeliotomy. In cases that are "border-line cases" the plan I 
follow (that is pus cases where in old days we would always have 
drained), is to pack off the intestines very carefully with gauze pads 
so as to prevent the possibility of soiling them with pus in case rup- 
ture occurs. If the pus sac ruptures the pus is sopped up with 
gauze. When the hysterectomy is finished, the intestines being still 
covered with gauze, the pelvis is thoroughly cleaned out, and re- 
cently I have followed the method of filling the abdomen full of sa- 
line solution and leaving it in; then, reversing our former procedure, 
I have raised the foot of the bed and let the salt solution be diffused 
through the abdomen to the diaphragm. 

One reason why I do not like vaginal hysterectomy is the neces- 
sity for drainage. Of course there is no doubt that the packing 
which is done in vaginal hysterectomy, is not entirely for drainage, 
but it is largely to shut off the area which must necessarily become 
necrotic on account of the clamps or ligatures, and to protect the 
peritoneum from infection. 

Dr. Joseph Price: Dr. Noble criticizes the Continental men in 
extirpating the uterus. At the same time he admits that he has 
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gone back to the ancient custom of vaginal puncture, incision and 
drainage. So his criticism of the Continental men at the same time 
of his own adoption of the ancient method of treatment of pelvic 
suppuration is subject to precisely the same criticism that he makes 
of extirpating the uterus, of returning to the ancient method, and 
the same holds good in regard to the remarks in criticism of drain- ' 
age following the direct methods of enucleation. It is curious that 
we get entirely different mental pictures of just what is done and 
how it is done. It is a common thing to hear operators criticize 
methods of enucleation. I do not understand what they mean 
when they tell us that they tear up everything in the pelvis. Free- 
ing omentum and small bowel, sigmoid folded up on the pus tube or 
ovarian abscess, it is a common thing to have to go below the sig- 
moid to free them. This evening I glanced at some statistics in 
appendicitis operations that were associated with abdominal section 
for other trouble, in which the operator removes the appendix five 
times in a series of ten cases. Five of these were associated with 
other trouble, and the section was done for the other trouble. Free- 
ing small bowels and repairing lesions is a vital procedure. The 
condition of the uterus in these cases is also a consideration; for in- 
stance, I exposed the uterus to-day, and it was a clean healthy little 
uterus. Of course if a uterus is retroverted and adherent it is im- 
portant to free it. 

The amputations and matching the peritoneum over the stump 
does not cover up the denuded surfaces at the seat of enucleations, 
whether filthy or clean. The conditions indicating drainage are far 
removed from the stump of amputated uterus. 

So that amputation of the uterus is not an argument in favor of 
non-drainage, and I will just allude briefly to a series of seventeen 
cases of hysterectomies reported by Taber Johnson. One died 
and three had large abscesses in the stump, two opened through the 
incision and one through the vagina. You may draw your own 
conclusions of such a method. Pus must be evacuated either above 
or below or in the peritoneal cavity. It was very fortunate that two 
opened through the incision, the other opened through the vagina. 
It was only by the grace of God that these patients were saved. I 
have alluded to appendicitis here; if it is non-purulent I excep- 
tionally drain, but I nearly always close, except there be extensive 
suppuration posterior to the caecum or a filthy bowel complication. 
Gallstone cases we have to drain, and it is drainage with most sur- 
geons in gallstone surgery that saves the patient. The results are 
perfect. In incision of the kidney, indications are wholly in favor 
of drainage. 
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Now what work is comparable to the work of the Hopkins? The 
last report gives a mortality of ten per cent! My own work extends 
at present over eight months, over 150 sections, with a nil mortal- 
ity. Of the last 200 sections done for actual disease, and most of 
them desperate conditions in unpromising patients, I have had three 
deaths. 

Report of a Cczsarian Section. 

Bv W. Reynolds Wilson, M.D. 

(See page 159.) 

Discussion. 

Dr. R. C. Norris: I have been very much interested in Dr. 
Wilson's report. He is to be congratulated on the result. Two 
points occurred to me as he read his paper. One was the statement 
with reference to the external conjugate diameter. The measure- 
ment of the external conjugate diameter has only a relative value. 
The important point in a case of this kind or cases analogous is to 
determine the relative size of the infant's head to the pelvis. I at 
one time looked upon the study of these cases in this way: that the 
size of the pelvis, above all things, should be estimated, but as my 
experience has extended, I believe that within certain limits the size 
of the pelvis is not so important as to determine the relative size of 
the head to the pelvis. For instance, I have had a patient in the 
Retreat with an external conjugate of 15 cm. with spontaneous de- 
livery. It was not even necessary to use forceps. I have also had a 
patient with an external conjugate of 18 cm. and a true conjugate of 
8 cm. that required an induced labor. While all prima gravidae 
should be examined externally with the pelvimeter, the internal ex- 
amination is the more important. It seems to me that Dr. Wilson's 
election of the Caesarean section was the proper operation. Of 
course a symphyseotomy could have been thought of at the time, 
and probably was. The practical fact in dealing with a moderately- 
contracted pelvis is to give the mother a fair chance, and before the 
membranes rupture, and where strong uterine contractions have 
been present for an hour or two to carefully examine her under 
ether. I know I have saved three or four patients in the last two 
years' serious operations by this plan of treatment When the 
saggital suture of the child's head closely approaches the promon- 
tory of the sacrum, showing a great degree of obliquity, the obstruc- 
tion then counts for more than when the saggital suture is more 
directly in the transverse diameter of pelvis. A conjugate of 7 cm., 
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with a bi-parietal diameter of 8 cm., as in Dr. Wilson's case, in- 
dicates that it would have been exceedingly difficult or impossible 
to havfr delivered the patient in any other way at term. It is im- 
possible to predict the result in this case had labor been induced. It 
is well known, however, that a negro baby's head is capable of 
moulding to a large extent. If there is the slightest doubt as to the 
viability of the child when born prematurely, we should let the case 
go to term, but I am very much in favor of premature labor in cases 
of contraction of pelvis. I have saved many patients serious oper- 
ations by that plan and by means of the incubator, gavage and 
proper treatment, which can be obtained, the children have gone on 
to good development, and the mothers have had a normal conva- 
lescence. I know those who do abdominal operations are always 
influenced in favor of the abdominal operation if there is the slight- 
est chance of the case being uncertain, because we feel really capable 
of dealing with such cases, yet I believe, that for the rank and file of 
men, a word of caution should be uttered against a hurried decision 
in favor of Caesarean section, and that the advantage of induced labor 
in less experienced hands should not be forgotten. 

Dr. Joseph Price: Dr. Wilson and his colleagues are to be 
congratulated upon their success and good judgment in their re- 
moval of the foetus. The only criticism I would make is that they 
did not end the possibility of this woman conceiving again by extir- 
pating. While she may be perfectly safe in Philadelphia for the 
next ten gestations, if she goes to some neighboring town she will 
perish in the poor-house. .A few years ago while sitting in a sta- 
tion waiting for a train I said to a physician beside me, noticing a 
subject quite similar to the one presented this evening, dwarf, de- 
formed and pregnant, "She is a good subject for Porro's operation," 
and asked whose patient she was. He told me she was a patient of 
one of the resident doctors, and she died in the poor-house unde- 
livered. And so it is all over the country; lots of these patients are 
perishing undelivered. It seems like a very plain statement to make 
and a bold one, but it is a true one, and the deliveries, when they do 
take place, are something horrible; and, alluding to that fact, while 
Dr. Norris' remarks here in Philadelphia are all right about the in- 
duction of a premature delivery by the rank and file throughout the 
country, the applicaton of forceps and the scientific methods we 
adopt here differ very much away from home. While Dr. Norris 
stated very plainly that even in organized institutions they prefer 
♦the abdominal section, the very simplicity of it, knowing that it is 
almost impossible for the patient to die with an abdominal section, 
they are influenced to do it, at the same time knowing that the in- 
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duction of that labor will require twenty-four to forty-eight hours' 
watching and the application of scientific forceps for a safe de- 
livery. For instance, I remember inducing labor in some cases 
because the first three children had been sacrificed in labor in Phil- 
adelphia, and in those cases I induced labor at eight months and 
two weeks after conception, and made high application of Taylor 
forceps, narrow-blade, engaging and then making application of the 
traction forceps, and delivered a living child, but I would rather 
spend a week in jail than go through some of these deliveries again. 
But in these cases I would urge the Porro procedure, and I see right 
here in this city some of the teachers are doing the extirpation or the 
modified Porro, so-called. I think one or two recent cases of Dr. 
Hirst's were amputations or extirpations. I think in this case to- 
night it should have been amputation and the true Porro. She is 
one of the peculiar people who are prone to fibroid growths. The 
result would have been precisely the same with amputation. We 
must admit that this was an ideal operation. It was done through- 
out without shock and without a hitch in convalescence, not a rise 
in temperature even, and we love to hear such reports. 

Dr. C. P. Noble: I think the grounds taken by Dr. Wilson 
were eminently wise. The case should certainly be looked upon as 
a case having pelvic deformity, but also as an immature woman, 
being only fourteen years of age. I remember very well a number 
of children with very small pelves, in whom, were they grown 
women, delivery would have been impossible. I think this fact 
should always be borne in mind, and I think the plan of waiting in 
young subjects, even though the pelves are small and the child's 
head is large, is wise. Had it not been for the age of the patient I 
think that this plan would have been very bad. I am heartily in 
accord with the teaching that Caesarean section should be done 
before the woman falls in labor, but in this case it was only right to 
wait to see what labor would do in the way of moulding the head. 
I also agree with Dr. Wilson in the choice of operation. Personally, 
1 have never seen the logic of the Porro operation, unless there is 
some disease of the uterus which would require its removal if the 
woman were not pregnant. With a negro pelvis and a negro head 
it is also true that diameters are more relative than they are in white 
labors, because there is no doubt whatever that many negroes with 
very small diameters are delivered when white women would not 
be delivered on account of the size of the child's head. In that mat- 
ter I am in accord with Dr. Norris that too much attention is paid 
to the size of the pelvis and too little to the relative size of the child's 
head and pelvis. 
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Dr. G. M. Boyd: I had the pleasure of assisting Dr. Wilson in 
this operation, although, if I remember rightly, I did not see the 
patient until shortly after she fell in labor. The superficial exami- 
nation seemed to convince one that nothing short of an abdominal 
operation would be expedient. After she had been given a chance 
to deliver herself the head still remained above the pelvic brim, the 
promontory of the sacrum was very easily reached, and after a care- 
ful examination it seemed that abdominal section was the only 
operative interference that would be wise. I agreed with Dr. Wil- 
son as to the wisdom of the Sanger operation, and think as Dr. 
Noble does, that unless we have other difficulties presenting them- 
selves, that it is not always wise to do the Porro operation. I do 
not feel in this case that if we had had an opportunity of inducing 
premature labor that it would have been a wise procedure. Induc- 
tion of premature labor, if the cephalic extremity of the ovoid pre- 
sents at about the two hundred and fiftieth day of gestation, does 
give us a means of handling some of our difficult cases, but we must 
take into consideration whether the cephalic or pelvic pole is pre- 
senting. If the pelvic pole presented the case has been of a more 
complicated nature. The delivery of the after-coming head in a 
premature labor necessarily endangers the child's life very much. 

Dr. Joseph Price: Some New Yorker, I think, spent some 
time in Europe and collected all the repeated Caesarean sections he 
could find at home and abroad, particularly some he saw in some 
European clinic, the paper was published in The Nezv York Obstetri- 
cal Journal, and you all have an opportunity of referring to it, but to 
read the repeated Caesarean sections, once, twice or thrice, you will 
find a huge number of complications, visceral or others. Some one 
was telling me the other day of a case operated on by Olshausen, in 
which he incised the buttocks of the baby freely in making his in- 
cision through the anchored cicatrix; but the bowel lesions, the 
haemorrhage and numerous complications have always seemed to 
me to be a very strong argument against permitting repeated gesta- 
tion in these cases, and just here in this city the subsequent con- 
ceptions and deliveries have not been favorable ; one women with a 
metro-abdominal fistula due to an old Caesarean section, who was 
about to be delivered through the fistula or weakened abdominal 
wall, and a good number of them have been absolutely disastrous, 
and why these women should be allowed to go at large when the 
risks of a disastrous result will be very much greater in the next 
labor. 

In regard to the relative disproportion in these people, between 
the size of the head and the pelvis, it is very marked indeed, but the 
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labors in these black people are very much easier than in white 
women, these' little bullet heads engage very easily, and are easily 
delivered. I remember some years ago in Duponceau street I at- 
tended two children, one eleven and the other thirteen years, both 
conceived at a Bethel picnic, probably the same day and same hour, 
and both were delivered the same afternoon and in the same room 
and at the same hour, with their motner nursing them. The mother, 
I remember, rebuked them from time to time when they made any 
noise by saying: "Put yor head in de pillow, smofe yor breaf. 
You've don brought open shame on yor por ole mother." 

Hodge discusses very beautifully the moulding of intelligent 
people's heads. You can't mould the heads of these blacks. There 
is some elongation, but not the overlapping that we find in intelli- 
gent people. Sometimes we can pick out in a presenting head just 
where that man stands in mechanical arts. 

Dr. W. Reynolds Wilson: I think it is well to observe in 
these cases that we do not always deal with patients in this class of 
life. The life of the infant must be taken into consideration, the pos- 
sibility of future pregnancies should be entertained, as a good deal 
may depend upon it, and it is by far the greatest question in the 
management of a case, whether we should resort to extirpation and 
save the risk to the mother or whether we should even the risk be- 
tween the future children and the mother, with the idea of estab- 
lishing premature deliver}' of a living child hereafter. 

Saprcemia Resulting from the Presence of a Dermoid Cyst 

By E. E. Montgomery, M.D. 

(See page 157.) 

Discussion. . 

Dr. Joseph Price: It is a great pity that such tumors are not 
always presented and recorded. There is scarcely an operator in the 
room who has not alluded to similar conditions and referred to the 
causal relations they bear to post-puerperal conditions. 

I have repeatedly found them not only in obstetrical work but 
in delivering placenta. By the expression method I have always 
made it a rule to use both sides of my hands throughout the pelvis 
that I might determine the presence or absence of a growth of that 
character. The traumatism resulting from the pressure to such a 
growth as this is no doubt responsible for puerperal deaths, and in 
many cases an unjust stigma rests upon the attendant. Very re- 
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cently I have removed suppurating dermoids. They are nearly 
always adherent. It is interesting that this growth was not found 
embedded like a cobble-stone in the pelvis or broad ligament. They 
are nearly always inflamed and are prone to suppurate, and I believe 
that many cases of purulent forms of puerperal fever are due to such 
growths. I remember two women in the Retreat. I recognized a 
little growth in delivery, and in both these cases the convalescence 
was absolutely perfect, temperature never went above 100, three 
weeks later I removed these dermoids, I enucleated, and I was sur- 
prised when I enucleated that the deliveries had been so easy and 
not obstructed, and the profession ought to be grateful for such a 
report and presentation. 

Dr. Levi J. Hammond: I would like to ask Dr. Montgomery if 
there was an unusual amount of bleeding immediately following the 
delivery? A case that I saw a few days ago had an excessive 
hemorrhage immediately after the delivery, and on close examina- 
tion I found a small tumor in the right broad ligament. I was en- 
abled, however, to get satisfactory contraction of the uterus, and 
consequently arrest of the hemorrhage, so nothing further was done, 
as the patient presented no further untoward symptoms. I hope to 
be able to clear up the trouble after the lying-in period is over. 

Dr. R. C. Norris: There are two things of special interest to 
me in this case: In the first place, this is the seventh case of ovarian 
tumor that I know of that has been subjected to abdominal section 
in the puerperal period when the woman was in a septic condition, 
and the seven cases died. There must be something peculiarly 
virulent in these cases. The puerperal condition doubtless predis- 
poses women to rapid absorption, the large lymphatics making it 
possible for absorption to occur so rapidly that they become pro- 
foundly intoxicated with poison, and the operation frequently comes 
too late. Two weeks ago I performed a Caesarean section in Ger- 
mantown on a patient in whom a suppurating intraligamentous cyst 
was present. The obstruction was thought to be a fibroid, and 
there was delay of two days, hoping the tumor would be lifted out 
of the pelvis during labor, and finally when I arrived and opened 
the woman's abdomen the peritoneal cavity was infected, and the 
pelvic cavity was gangrenous. The patient's temperature was 103 , 
pulse 130, and one hour after operation her temperature and pulse 
were the same as before, and she rapidly sank and died in forty- 
eight hours. Such tumors are peculiarly dangerous in puerperal 
women, and I think their mortality arises from the fact that attempts 
at removal are made after a prolonged labor or in the puerperium. 
A diagnosis should be made early in pregnancy and operation per- 
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formed at once. The high mortality during or shortly after labor is 
an argument in favor of early operation in all such growths. 

Another point of interest is the character of the interior of the 
uterus exhibited by Dr. Montgomery. This woman had been 
curetted. You will observe the large masses of hypertrophied 
decidua intimately adhesive to the uterine wall. It has been said by 
a distinguished obstetrician that hypertrophied decidua does not 
occur. An eminent operator belonging to this Society has said the 
finger should be used to remove blood clots and other material 
present in the uterus after labor. This decidua could not be re- 
moved with the finger. It simply emphasizes the facts that hyper- 
trophied decidua is possible, and that it takes a curette and a sharp 
curette to remove it 

Dr. C. P. Noble: Every one seems to have overlooked the 
thrombus in this case, and which Dr. Montgomery laid special stress 
on. It was the infection of thrombosis which was, after all, the 
cause of the patient's death. 

Dr. G. M. Boyd: It seems to me from Dr. Montgomery's re- 
port the case might have been possibly looked upon as purely an 
infected case, and that the neoplasm had nothing to do with the ele- 
vation of temperature and other symptoms of infection. The fact 
that there was no tenderness over the uterus again calls our atten- 
tion to the probable frequency of infection about the perineum or 
some part of the vaginal vault. The result seems to be another illus- 
tration of the gravity of operative interference early in cases of puer- 
peral infection. It seems to me that if the infection had been due to- 
a neoplasm injured during labor possibly the result might have been 
different. 

Dr. Joseph Price: The uniform fatality in these cases is largely 
due to what we are preaching here, the importance of early work. 
We do want to educate the profession to the importance of calling us 
to patients before they are dying. This patient was one of these 
desperate cases. She had been curetted. It was the fourth or fifth 
day after delivery. This is never fair to the operator. I rose to- 
reply to what Dr. Norris said in reference to seven cases of post- 
puerperal ovarian abscess and seven deaths. These were all hope- 
less cases, he said. We must not look upon them as hopeless. I 
have two cases now in bed of ovarian abscess, one of ovarian abscess 
and with suppuration extending from sigmoid to head of caecum 
and then involving the right kidney. I removed pus from the left 
and right; delivered a large ovarian abscess. This was a puerperal 
case, and operation was done three weeks after labor. She passed 
from a large general hospital, where she had remained unconscious 
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for two weeks, into my hands. I found three-fourths of the abdo- 
men involved. That woman is getting well now, and I can show 
you women where the omentum and lower portion of bowel have 
been almost universally involved, where the application of drain- 
age and surgical care has saved her. I looked upon her and all 
present also did the same, as a septic, hopeless case. This result 
has been obtained without a stitch. It was not my fault that this 
was done the third week, but because she came to my care then. It 
is the fourth day that is the fortunate day in these cases or even 
earlier. 

Dr. C. P. Noble: It is always easier to see a case after it is all 
over, and we have the autopsy to assist us in our opinion about it. 
Dr. Montgomery, after the experience of the abdominal section, 
realizing the condition of the tumor, felt convinced that the principal 
difficulty was with the pelvic haematoma. Had one of us examined 
the patient with the tumor behind the uterus, undoubtedly our be- 
lief would have been that the high temperature was due to the 
bruised mass, and our treatment would have been exactly that de- 
pended on in the case. At the same time, it emphasizes the im- 
portance of studying carefully vaginal lesions. I feel that this sub- 
ject is neglected. 

Dr. Montgomery: In answer to the first question, there is no 
history in the patient of hemorrhage immediately following labor, as 
related to me by her physician, but from the napkin shown me upon 
my visit, it was evident she had been losing quite a considerable 
quantity of blood. The uterus was large, and snowed no disposition 
to contract. I do not think I have seen in all my experience a cer- 
vix as extensively lacerated as this one was, but these lacerations 
were old. It was recognized that there were vaginal lesions, but I 
did not observe the opening on the left side until the vagina was 
being cleansed for the operation, when it was discovered. It is pos- 
sible that the thin wall may have been broken through during the 
scrubbing of the vagina. Now, while I believe this patient died as 
a result of putrid intoxication from decomposition of the thrombus, 
she had lost a large amount of blood which rendered her powers of 
resistance much less. I recognized that in subjecting her to an 
anaesthetic for removal of the mass and the uterus, it did not im- 
prove her opportunity for recovery, but having seen the patient in 
the first place, recognizing the extensive laceration, and having 
made a special inspection of the uterus, I recognized the condition of 
the endometrium as spoken of by Dr. Norris, but did not find any 
indication of it within the uterus or vagina that should occasion the 
symptoms from which the patient was suffering. Finding a* mass 
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in front of the uterus, whose relations through the thick abdominal 
walls we were unable exactly to determine, it seemed as if it was pos- 
sible the tumor had been partially extruded from the uterus during 
the convalescence, and that the putrid intoxication was the result of 
changes in its nutrition* I did not attribute the condition to puer- 
peral sepsis, from the fact that the patient had gone four days with- 
out an elevation of temperature when it suddenly rose, accompan- 
ied with severe chill, and the chill recurred. I must correct the 
false position in which Dr. Price's remarks would place the attend- 
ing physician. I was not called to this case late, but within less 
than twenty-four hours from the advent of the unpleasant symp- 
toms, and the operation was done the next morning, 50 that but 
little time was lost so far as that was concerned. In the meantime, 
the Doctor had curetted the uterus, although the specimen shows 
that the latter could not have had much effect. The tumor, as I 
have already said, was not suppurating. Its adhesions were old 
and not recent, and the clot of blood had resulted from the com- 
pression of the pedicle during labor, so that a hemorrhage had re- 
sulted behind the peritoneum and extended around in front of and 
behind the bladder. The space on the left side of the vagina was 
torn through, so as to enable us to turn out the clot and afford com- 
plete drainage for the cavity. 

Dr. Joseph Price presented a specimen of ovarian abscess. 

You see the pus tube coiled up. Both tubes contained pus and 
universal adhesions beneath small and large bowel. The uterus 
was retroverted and firmly fixed. Enucleation was difficult because 
the left ovarian abscess was largely beneath the sigmoid Speci- 
mens of this character are of interest at present because few oper- 
ators cling to the old direct methods of enucleation, a method of 
dealing with an abscess that is always satisfactory. Fortunate would 
it be if we could enucleate abscesses in other portions of the body 
as we do in the pelvis. Upon no other point can we enucleate ab- 
scesses as we do in the pelvis. At times at the very root of the tube 
you can cut a V-shaped abscess out of uterine tissue. 

As far as my experience goes in suppurating pelvic disease, a 
much more satisfactory condition remains after removal of the ap- 
pendages and repair of injured parts than after extirpation or even 
amputation of uterus, where the surrounding conditions are filthy 
and unhealthy. I scarcely think it is wise to make a healthy wound 
in the midst of filth. 

Official Transactions. 

Frank W. Talley, Secretary. 
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A CASE OF RETENTION OF URINE SIMULATING 
PREGNANCY AT TERM.* 

By G. M. Boyd, M.D. 

Physician to the Philadelphia Lying-in Charity. 

Prolonged retention of urine in the female is sufficiently rare to 
make the report of a case of some interest. In a rapid review of 
the literature upon this subject, only one case could be found with 
a similar history. 

Mrs. R., a multipara, aged forty-three years, was brought to the 
hospital in an ambulance March 15, 1897. She had been under 
the care of a midwife, who supposed her patient was in labor at 
term. She stated that the midwife had ruptured the membranes. 
The labor not progressing satisfactorily, the midwife sent her to the 
hospital glad to be relieved of the responsibility of so perplexing a 
case. 

The patient, on admission, was immediately given the usual 
preparatory treatment, and was taken to the delivery room for ex- 
amination. From her size she appeared to be pregnant at term. 
The abdomen was so distended that any attempt at palpation was 
impossible, both of her legs were swollen, painful and aedematous. 
On examining the patient internally, nothing could be felt except a 
fulness due apparently to a cystic tumor which displaced the cervix. 
A small amount of urine was voided in this examination, due, prob- 
ably, to pressure on the urethra. The patient's general condition 
showed evidence of acute uraemia, she had a strong, full pulse, some 
headache and disturbed vision, difficulty in breathing, and pain 
about the heart. Dr. Stratton, the resident physician, deciding that 
this tumor was not the uterus, passed a catheter, and to her surprise 
(after removing four quarts, the catheter was still running as freely 
as at the beginning. It was now deemed wise to stop. This 
amount withdrawn relieved considerably the distended abdominal 
wall, but on pressure a large cystic tumor was still felt, and from 
its size, fully as much fluid still remained. Appreciating now that 
we had to deal with an enormously distended bladder, it was con- 
sidered wise to wait until it could accommodate itself to the relieved 
tension, before again reducing the amount of its contents. In eight 
hours the patient, feeling some desire to urinate, but being unable 
to do so, the catheter was again passed and three quarts removed, 
in another eight hours three and a half quarts were drawn off by 

• Read. For Discussion, see page 195. 
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catheter, the bladder still not emptied. The tumor with each cath- 
eterization was reduced considerably in size, and the aedema of the 
extremities, vulva and hypogastric region was rapidly disappearing. 
At the end of twenty-four hours, the bladder was completely emp- 
tied for the first time, the total amount removed during this period 
was three gallons and three quarts, viz.: 500 ounces. In 
the second twenty-four hours, she voided by catheter five quarts, 
viz.: 170 ounces. In the third twenty-four hours by catheter, three 
quarts or 101 ounces. On the fourth day she gained control of the 
bladder and voided without assistance, in the twenty-four hours, 
sixty-three ounces. Since then there has been no marked evidence 
of polyurea the amount voided each day averaging forty-five 
ounces. 

An inquiry into the origin of this great retention gave the fol- 
lowing facts: About a month prior to her admission she had had 
some pain in the small of the back, extending around to the region 
of the bladder. So great was it that she could not stand erect, and 
the same day she was unable to empty her bladder. The pain and 
swelling increased gradually, until at last the urine constantly 
passed in small amounts from over-distension. 

She stated that there was a lump over the pubic symphysis 
which gradually increased in size. 

The only cause that could be obtained for the retention was that, 
being very poor, she went about the streets begging for food. When 
she wanted to empty the bladder no opportunity offered itself, and 
then, on reaching home, the desire was gone. 

Having missed her period for two months and growing large so 
rapidly, she believed herself pregnant at term and called in a 
midwife. 

After the bladder had been completely emptied, an internal ex- 
amination revealed a uterus enlarged about the size of a three 
months' pregnancy. It is probable that the amount of walking she 
was compelled to do retroverted that organ. It then pressed on the 
neck of the bladder causing an obstruction to the escape of urine. 

An analysis of the fluid made by Mr. F. A. Sherrer proved it to 
be the normal urinary secretion of a low specific gravity. It is as 
follows: Color, pale straw; odor, characteristic; reaction to litmus, 
alkaline; specific gravity, 100.5; albumen, absent; sugar, absent; 
sulphates and chlorides, in excess; phosphates, decreased; urea, de- 
creased; indicum, trace; urobilin, trace; total solids, 1.165 P er cent - 

A case quite similar to the one just described was admitted to 
the obstetric wards of Guy's Hospital. 

Dr. Braxton Hicks (London Lancet, 1880, Vol. I., p. 562). 
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Enormous Distension of Bladder; Retroversion of Uterus; Preg- 
nancy Three Months and a Half; (Edema of Intra and Lower 
Extremities Ceasing on Catheterization ; Restoration of Position 
of Uterus; Recovery. 

The history is as follows: 

A. S., aged twenty, had a child in April, 1878. In April, 1879, 
she ceased to menstruate. In the following October, about a month 
before admission, she fell down upon her face and abdomen. About 
a week after the abdomen commenced to increase in size. She had 
some medicine and got better, but about a fortnight before admis- 
sion the abdomen again began to swell, and remained enlarged until 
relieved at hospital. She had suffered from the increasing tension, 
but within a few days the urine had been scantily passed. On ad- 
mission the abdomen was distended as large as the eighth month of 
pregnancy, but more tense, the skin shining. The vulva and legs 
were ^edematous. 

On examining the vagina a firm swelling was found in the pos- 
terior part of pelvis, the os uteri being close to the symphysis pubis. 
A catheter was passed and 146 ounces of urine were drawn off, 
thereby removing the swelling above the pubes and revealing a 
pregnant uterus. In ten hours, however, the bladder had enlarged again 
and 120 ounces of urine were drawn off. Four hours after seventy 
ounces, in three hours fifty ounces, and at the end of twenty-four 
hours forty ounces, making altogether in the twenty-four hours two 
gallons two quarts, or 336 ounces. 

The woman was kept in bed, and shortly after the oedema sub- 
sided. She was kept as prone as possible, and the uterus by the 
second day rose into 'the abdominal cavity and remained there. 

Dr. Hicks remarks that cases of such distention of bladder were 
extremely rare. He says the history made the diagnosis easy, as- 
sisted by the catheter, which should in all cases of tumor of the 
lower abdomen be passed as a matter of routine. He cities a num- 
ber of cases where the employment of this rule would have saved 
mistakes, for in these cases complete retention seldom occurs, and 
when a small quantity is passing, it is not considered that any is re- 
tained. The passing of the catheter makes this matter clear. 

It is an interesting fact in both of these cases that with such 
severe distention of the bladder no inflaming symptoms followed, 
neither was there any decomposition of the urine, which was also 
healthy in all other respects. It forms a strong contrast with those 
cases of retention following labor, where, after twenty-four to forty- 
eight hours, extreme pungency of the urine takes place with severe 
cystitis. 



Digitized by 



Google 



182 C. P. Noble, M.D. 



HYSTERECTOMY AFTER PREVIOUS REMOVAL OF 

THE UTERINE APPENDAGES, TOGETHER WITH 

REMARKS UPON THE SYMPTOMS DUE TO THE 

MENOPAUSE AFTER HYSTERECTOMY AND 

AFTER SALPINGO-OOPHOR- 

ECTOMY.* 

By C. P. Noble, M.D., Philadelphia. 

I have a very small list of cases as a basis of this paper, and the 
reason for that will appear in what I say later. I have operated on 
six cases for the removal of the uterus in which the uterine appen- 
dages had been previously removed. The first case was one which 
some years ago we called "chronic ovaritis," and that patient had a 
history of having had two attacks of peritonitis; but at the opera- 
tion which I did myself there were no evidences of a previous peri- 
tonitis, but she had what we called cirrhotic ovaries in those days; 
that is, she had small, hard ovaries, which were removed. After the 
first operation she had suppression of urine, acute nephritis and- was 
very ill, but recovered, and after the second operation, the hysterec- 
tomy, she had the same thing over again and recovered. I am quite 
sure that what was the matter with the woman all the time was that 
she had the arterial lesions which precede Bright's disease, and that 
she never had anything the matter with her ovaries. 

The second patient is of the same class. I sewed up her cervix 
and perineum, and she had a painful left ovary which I advised her 
to leave alone; but, as the ovary continued to pain her, she con- 
sulted another doctor, who took out both ovaries, after which she 
continued to have the same pain she had before. She later came 
back to the dispensary connected with the Kensington Hospital for 
Women, and was treated by Dr. Parke for a year or more. In my 
opinion her case was similar to the first one; that is, all the trouble 
is in the blood vessels. As she complained bitterly of pain I took 
her uterus out. I was more inclined to do this because hernia had 
resulted from the first operation, and I had an opportunity to close 
this up at the same time that I removed the uterus. After the 
operation the urine was full of casts although previously normal. I 

• Read. For Discussion, see page 192. 
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took out the uterus and that did not relieve the pain. These two 
patients belonged to the same class. Neither one was at all relieved 
by removing the ovaries and neither one was at all relieved by re- 
moving the uterus. 

I had two other cases in which cysts formed after removing the 
ovaries. The. first had double ovarian tumors, which I removed in 
1894. The cyst formed in left broad ligament, which I suppose 
was parovarian. In 1895 I cut into the cyst from the vagina, and 
drained with gauze, hoping the cyst would become obliterated. That 
is one of several cases I have treated that way. It never did any 
good. I had to remove the cyst in each case at a later date. We 
have all been taught that if you rupture a parovarian tumor the pa- 
tient will get well. The first case of cyst formation was drained 
through the vagina, and later I removed a larger tumor and at the 
same time took out the uterus. In this case the uterus was re- 
moved as a matter of technique, as I could clean out the left broad 
ligament better. The operation was not undertaken to remove the 
uterus; that was incidental. The result in that case is she has a pain- 
ful left broad ligament, but no further cyst formation. 

In the other case of cyst formation I removed the ovaries and 
tubes in 1893. The delivery of the appendage was difficult because 
of dense adhesions, and the operation was one of those in which the 
ovary was not cleanly removed. The ovary split in pulling it up 
ahd no doubt some ovarian tissue was left in. In this case, also, a 
cyst formed on the left side, and a year later I operated to remove 
that cyst, but I found an abscess, and the adhesions were so dense 
that by the time I had the abscess cleaned out the patient's condi- 
tion was so bad I was very glad to sew up the abdomen and leave 
the cyst alone. Subsequently I operated and removed the cyst, 
and she died from ether on the table. It was a clear case of death 
from ether. The respiration was good and the patient doing per- 
fectly well, with a good pulse, when suddenly she stopped breath- 
ing, and it was impossible to resuscitate her. 

There were two cases in which I operated because there were ex- 
tensive intestinal adhesions. The first one was operated on the first 
time by Dr. Goodeli, and I presume the condition of the ovaries was 
the so-called "chronic ovaritis" from what I learn. Her family phy- 
sician sent her to me because she had a fixed delusion that some- 
thing was tugging in one side of her abdomen, and he was under 
the impression that she would become insane if this idea were not 
removed. As the uterus was retroflexed and adherent it seemed 
not unlikely she had bowel adhesions. I opened the abdomen, sep- 
arated adhesions and removed the uterus. And now she has the 
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same sensation as before. She is a monomaniac on the subject. In 
this case I did find adhesions. 

The last case was operated upon first by another operator, and 
at the second operation I found a large uterus with extensive ad- 
hesions, partly bowel adhesions. The uterus was removed. 

As to what has been accomplished: In the first class the operations 
did no good whatever; in the other two patients, one unfortunately 
died of ether and the result is not entirely satisfactory in the other. 
In the last two cases, in one the operation did no good whatever, 
and in the other I am inclined to think whatever good was accom- 
plished was due to the fact that the bowel adhesions were separated. 

In only three cases out of the entire number upon whom I have 
done double salpingo-oophorectomy have I found it necessary to re- 
move the uterus subsequently. 

When Hysterectomy was first advocated for double salpingo- 
oophorectomy it was advocated on the ground that if the uterus were 
left behind when the ovaries and tubes were removed, especially in 
inflammatory troubles, the uterus would give rise to serious trouble 
to the patient. That was not my experience at the time, and has not 
been my experience subsequently. Out of all the cases I have oper- 
ated upon myself there have been only three in which I have had 
any reason subsequently to remove the uterus after having first re- 
moved the ovaries and tubes. It was because of this general experi- 
ence that at first I was opposed to hysterectomy as a substitute for 
the old bilateral operation. When the subject came up four years 
ago I investigated my old cases, and I could only find some three 
or four in which the uterus had given any trouble after the ovaries 
had been removed; and these were gonorrhoeal cases in which there 
was suppurative endometritis. 

For a number of years I have systematically done hysterectomy 
instead of removing the ovaries and tubes, but I have not been doing 
it for the reason that I felt if I left the uterus it would, per se, give 
rise to trouble. I removed the uterus along with the ovaries and 
tubes because I believed it to be a simpler and safer operation, and 
it enabled me to do without drainage; by taking out the uterus 
you control the blood supply better, the torn adhesions do not leak 
so much, and consequently you can do without drainage. 

The next point which I wish to discuss is the question of the 
vaso-motor disturbances after total salpingo-oophorectomy and after 
hysterectomy. I think there is no question whatever that the con- 
valescence from hysterectomy is distinctly better than the conva- 
lescence from double oophorosalpingectomy. There are fewer 
complications and patients make better recoveries and are sooner 



Digitized by 



Google 



The Philadelphia Obstetrical Society. 185 

restored to health on the average. The reason is we do without 
drainage in hysterectomy, we have fewer infections from without, 
we have fewer infected pedicles. We have practically no ligature 
sinuses, which in the old operation, while not common, we did meet 
with in a definite percentage of them. In fact, I have not had a liga- 
ture sinus in a case of hysterectomy in which drainage was not used. 
I can recollect but one ligature sinus out of all the operations I have 
done in three or four years. That was a suppurating case in which 
hysterectomy was done and the pelvis drained with gauze. 

On the other hand, as to the difference in the vaso-motor phe- 
nomena, I have been unable to observe it It was claimed by those 
who advocated hysterectomy that the vaso-motor disturbances due 
to the menopause were much slighter in the hysterectomy cases 
than in the cases of double salpingo-oophorectomy. Dr. Krug es- 
pecially said that many of the symptoms were septic and due to ab- 
sorption from the septic uterus. The only way to settle a question 
of this kind is to observe a large number of cases of double oophor- 
ectomy or double salpingo-oophorectomy and an equal number of 
cases of hysterectomy and carefully note the vaso-motor disturbances 
in each series. No one has ever done that, and therefore any state- 
ments upon the subject are mere inferences and opinions and are 
not scientific facts. I have not made these observations more ac- 
curately than other operators, but it has been my experience that 
the cases of most marked vaso-motor disturbances have been in my 
hysterectomy cases. At this time I have some six cases in which marked 
suffering due to the menopause is present Of the six hysterec- 
tomies two were fibroid operations, two of them double ovarian 
tumor cases with such adhesions in pelvis that I removed uterus as 
well as ovaries, and two of them inflammatory. I have never had 
patients who have had more grave vaso-motor disturbances than 
these six, and if I should speak from my experience I would say that 
hysterectomy produced the gravest symptoms; but I am inclined to 
attribute these results to a coincidence. In my opinion they are 
purely accidental. I chanced to operate on a set of women who 
had a temperament to have these aggravated vaso-motor distur- 
bances, and it was a mere coincidence that it was a hysterectomy 
and not a double salpingo-oophorectomy. In other words, so far 
as my observation goes, it is an optimism to say that hysterectomy 
gives better results in this regard; and that, as a matter of fact, 
there is no lessening of the grave vaso-motor disturbances. I might 
say in closing, that I have not myself tried the method of leaving 
ovaries in when hysterectomy is performed. Of course it would 
not apply in an inflammatory case, because you seldom have an op- 



Digitized by 



Google 



1 86 The Philadelphia Obstetrical Society. 

portunity of finding an ovary healthy enough to leave in; but even 
in fibroid cases where you do have a healthy ovary I have not 
tried it. 

Dr. Kelly has tried this extensively in the last year, and he has told 
me he has no doubt whatever that leaving the ovaries in has very 
greatly lessened and in many cases has done away absolutely with 
the vaso-motor disturbances which sometimes have followed in the 
train of a precipitated menopause. 



TRANSACTIONS OF THE PHILADELPHIA OBSTETRI- 
CAL SOCIETY. 

Stated Meeting, April i, 1897. 

The President, E. E. Montgomery, M.D., in the Chair. 

The Value of Quinine as an Oxytocic. 

Dr. H. A. Hare made a report concerning a collective investiga- 
tion which he had carried out among a considerable number of 
prominent obstetricians as to the actual value of quinine as an oxy- 
tocic It was evident from this report that the drug has no direct 
influence upon the uterus, but greatly increases its power of contrac- 
tion by supporting the nervous system and supporting the general 
strength of the patient. It was shown that the drug is incapable 
of originating uterine contractions and various explanations of the 
fact that abortions have occurred while quinine was administered 
were presented. The conclusions reached from the replies of the 
various obstetricians to whom the questions had been directed indi- 
cated that quinine was by no means as popular a remedy for uterine 
inertia as it was some years ago. One or two observers reported 
not only that the patients were annoyed by the ordinary symptoms 
of chinchonism but, in addition, that in their opinion quinine dis- 
tinctly increased the tendency to post-partum haemorrhage. A 
number of cases from literature were cited, seeming to support this 
view. 

Finally, the results of the report indicated that the drug should 
be given in full doses in such a form as to be quickly absorbed. 

Discussion. 

Dr. Rosenthal: It is only those who practice midwifery, those 
whom we term the "practical physician," who at the bedside of their 
patients look for such means that assists their work, that are corn- 
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petent to judge whether quinine is an oxytocic or not. I think that 
for probably ten years I have used quinine in that sense, and with 
most gratifying results. Not only for that purpose, but I have 
used it also to prevent the post-partum haemorrhage, which it appears 
others have seen produced by it. I have never seen post-partum 
haemorrhage result from its use. My prescription has been for this 
purpose alone, quinine 2 grains, combined with 1-8 grain of mor- 
phia, repeated once in two hours. 

By uterine inertia, I mean those cases in which the uterus was 
dilated or dilatable and where for any cause the pains cease labor 
stops and there are no indications that a termination will be soon 
without some assistance; those cases that in fact could very easily 
be terminated by the use of the forceps; where for many reasons 
this cannot be done, and where we can bring on a continuance of the 
labor by appropriate remedies. Here quinine is the remedy. 

I think quinine is perfectly inert to bring on abortion in a 
healthy woman. Those cases in which quinine produced miscarriages 
reminds me of a case I saw some fifteen years ago in the practice of 
Dr. De Young. We treated the case for malaria, in which we gave 
ten grains of quinine. The result was a miscarriage. But I do not 
believe the quinine was the causative factor. I believe the miscar- 
riage ensued in the same manner that it does when a patient has 
typhoid fever or pneumonia. I lately had a case of this description. 
A woman suffering from typhoid fever, treated by the wet pack and 
suitable remedies, was given during convalescence two-grain doses 
of quinine four times a day. I did not know she was pregnant, but 
the result was a miscarriage. I am more inclined to the belief that it 
was the result of the fever than of the quinine. 

Now, if you take the case of a woman who is suffering from a 
haemorrhage more or less for a month, who has been pregnant six 
or ten weeks, and the haemorrhage is constant, some days a greater 
flow, other days less; if you give quinine to such a case as this, you 
bring the state of things to a focus and if she is going to have a 
miscarriage, you can rapidly produce it, and terminate by the use 
of quinine. I have seen these cases again and again. 

Take what we term suppression, this suppression may be pro- 
duced by exposure to cold — for such cases do exist. The haemor- 
rhage starts in but it does not continue, she has violent pains but 
does not have any flow. If you give a dose of quinine you also 
produce a natural haemorrhage; this is the only haemorrhage I have 
seen produced by quinine. I give ten-grain doses of quinine, and 
expect to have results in such cases or in cases of labor. In those 
cases in which I think there is an impending miscarriage, in which 
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there is an elevation of temperature with a haemorrhage; whether 
the result of a fever or from any cause, where the uterine bleeding 
is constant and has been going on for a certain time, I give quinine 
in two-grain doses every two hours, combined with one-eighth grain 
of morphia, and invariably find the trouble is brought to an end. 

Dr. G. M. Boyd: I enjoyed Dr. Hare's report very much, and 
was rather glad to hear that Dr. Albert H. Smith approved of the 
use of quinine, from the fact that it may be possible that my fond- 
ness for the use of that drug during labor has been due to the fact 
that I have had an opportunity of working in an institution that he 
was at one time connected with. I have great faith in quinine dur- 
ing labor and use it as a general tonic. I do not feel that uterine 
inertia exists in the vast number of cases. I think a great many of 
our so-called cases of uterine inertia are cases in which there is some 
mechanical difficulty existing. I have used quinine in place of 
ergot, using it in small doses where labor was prolonged and follow- 
ing its use during the puerperium in small doses for its tonic effect, 
using it very frequently where others might have felt that ergot was 
indicated. .In fact, I have done away with the use of ergot entirely 
and as its substitute I have used quinine, and feel myself that the 
ergot is only indicated in the non-puerperal uterus. I believe that 
the effect of quinine is a general one, and it is one of the best tonics. 

Dr. Anna Fullerton: We have used quinine considerably in 
the Maternity Department of the Woman's Hospital, chiefly 
through the instigation of Dr. A. H. Smith, who was one of our con- 
sulting physicians for many years. Very often in cases in which 
we desired to induce premature delivery we tested its efficiency in 
the production of uterine contraction, and the dosage was fifteen 
grains, given in five-grain doses every half hour or hour until the 
fifteen grains had been given. 

So far as my own observation went, I think its effect in the .pro- 
duction of contractions of the uterus is rather unreliable. At times 
it seemed to excite contraction, again it seemed to be utterly una- 
vailing, so that I should not think that its immediate effect on the 
uterus was its chief value. We have found it occasionally as a 
tonic of decided advantage to the patient in labor who seemed ex- 
hausted. So far as it resulted in the production of hemorrhage, I 
do not think I have observed any more tendency to haemorrhage in 
cases in which it had been used than in those in which it had not. 

Dr. J. M. Baldy: It is some time since I practised obstetrics 
actively. When I did, however, I had little faith in quinine in uter- 
ine inertia. I believe it is an absolutely worthless clrug. It 
throws so much additional on a stomach which is already irritated 
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and does a great deal of harm. I fully appreciate that it is used very 
largely in practice, and used as very many other drugs are — because 
it has been handed down as an heirloom from the past. 

I have yet to see the first case in my life in which quinine has had 
any effect in increasing uterine pains after they have been estab- 
lished or in originating pains. 

Dr. George I. McKelway: When Dr. Hare read the reports 
from the gentlemen to whom he had written one thing impressed 
me, and that was that the men who had used small doses, not ex- 
ceeding ten or fifteen grains, reported against the use of quinine, 
and the men who had used larger doses, from twenty to forty grains, 
reported in favor of its use. I have used it a great deal. I have 
found that when it is given in large doses and retained in cases of 
inertia uteri it does help and help materially. There is the disad- 
vantage of nausea and there is the sequence of vomiting very often. 
Of course in cases in which it is vomited it is useless. The disadvan- 
tage of the chinchonism is comparatively a trifling one and not to be 
considered other than As an annoyance. I have never seen post- 
partum haemorrhage or any excessive flow of blood which could be 
traced to its administration following its use. One or two gentle- 
men spoke of the use of kola and antipyrin, and Dr. Hare remarked 
upon the improbability of our obtaining results in inertia uteri from 
nervous sedatives. I believe the good effect obtained from these 
drugs was not in cases of inertia but in cases of rigid cervix, as it 
is very often found in the labors of primparae. Nausea and vomiting 
or nervous sedatives will relieve this condition but increase our diffi- 
culties in inertia uteri. 

Dr. Palmer and Dr. Edgar wrote of the use of strychnia: Some 
years ago Dr. Montgomery suggested to me the hypodermic use of 
strychnia in such cases, and I have used it and used it in appreciable 
doses; 1-20 of a grain, possibly repeated once, twice or three times 
if need be during the course of labor, and have found excellent re- 
sults from it. I would not expect to obtain appreciable effects from 
an inappreciable dose of either quinine or strychnia. 

Dr. John C. DaCosta: It is surprising what different results 
different men get from the same drug. I have gotten capital re- 
sults from quinine in inertia. It was much used some fifteen years 
or eighteen years ago at the Lying-in Charity, owing probably to 
the teaching of Dr. Albert H. Smith. I have never seen any haemor- 
rhage following it, and do not remember to have seen any bad re- 
sults. I have given it to pregnant women before labor without fear. 
I have given it in the inertia of labor in the second stage, or rather 
after the os was widely expanded and the uterus stopped work; in 
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those cases in which sometimes we would not have an expulsive 
pain for an hour or two. Our mode of using it was not to use 
quinine alone, but to give five grains of quinine with one-fourth 
grain of opium and repeat in one to two hours, and it was rarely we 
had to giw two doses. A uteres- may have lain idle for one or two 
hours, sometimes with not more than one or two pains in twelve 
hours, but after the second dose we generally had the baby in the 
bed inside of an hour. 

Next, as to its effect in producing abortion, I have given quinine 
to women in pretty massive doses without producing abortion. I 
remember a case ten years ago of typhoid fever in a pregnant 
woman where there had been profuse intestinal haemorrhage, the 
woman got over the typhoid fever and an intermittent fever set in, 
with variations of temperature running from 96 or 97 to 104 and 
105 ; twice in twenty-four hours that woman got sixty grains of 
quinine for several days, then fifty, then forty. She went on to full 
term (she was about four and one-half months pregnant when I be- 
gan with quinine) and was delivered of twins at her full time. 

It is possible the way in which I gave quinine may have had 
something to do with it, the opium may have had something to do 
with it. Whether the action was local or general I cannot say; 
certain it is the effects were very good. 

In regard to the vomiting that Dr. McKelway speaks of. In 
his cases it may have been that the quinia did good by producing 
vomiting. One of our means when the placenta was retained was 
to make the woman put her finger down her throat so as to produce 
nausea and vomiting, and we were pretty sure the placenta would 
be expelled. 

Dr. R. C. Norris: Before the subject is closed I should like to 
say a few words, although I did not have the pleasure of hearing Dr. 
Hare's report and do not know just what he said. I would like to 
offer my experience for what it is worth. I used quinine pretty 
thoroughly for a time, and finally concluded it had practically no 
value as a stimulant and that it had no marked specific action upon 
the uterus, and therefore have given it up. I have not used it for 
some time. I found frequently that it would produce nausea, and 
in one or two cases giving it in doses in which I employed it ten 
or fifteen grains and repeating that dose in an hour, the patients were 
made deaf for a few hours. I have never seen any ill effect except 
a temporary deafness and nausea and vomiting. It practically in 
my experience has no value as an oxytocic to be administered for 
uterine inertia. I can scarcely understand how Dr. DaCosta would 
expect to give quinine with the belief that it was an oxytocic and at 
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the same time opium, which is believed to have just the opposite 
effect. * The administration of opium to a woman who is tired out 
and exhausted from pain will frequently produce sleep, and the pa- 
tient will thereafter awaken and her uterus having had that amount 
of rest will contract with renewed energy. The administration of 
drugs during labor, in my experience, has been of very little value. 
I don't know whether Dr. Hare has said anything about the use of 
kola, but some time since he sent me some with a request that I em- 
ploy it On the whole, it has had a rather favorable effect, I think. 
In multipara, with the os widely dilated and the pains lagging, I 
think the most efficient means is puncture of the amniotic sac. Fol- 
lowing the discharge of the liquor amnii the uterus will respond 
almost at once, and firm, vigorous uterine contractions will follow. 
So far as the use of drugs is concerned, in my experience, I have 
found most benefit to come from the administration of some general 
stimulant, such as a glass of whiskey and water, or of sherry, which I 
have had occasion to advise in some of my better class of patients 
and those measures seemed to revive and invigorate them, 
and after a few minutes' rest the pains improved. I wish we had 
some drug always efficient in uterine inertia. Such a drug would 
certainly help us out in some of our slow and tedious cases. 

Dr. H. A. Hare: It occurs to me that one of the reasons why 
such varying results may arise in the administration of quinine in 
parturient women lies in the fact that one woman's stomach may 
absorb quite rapidly and another woman's stomach not at all. We 
must remember when a drug is given by the mouth that it will prob- 
ably take an hour to absorb it and for it to exercise its full physiol- 
ogical action. In a certain number of labors, when a woman's 
uterus becomes quiescent from inertia or otherwise and she lies still 
for an hour the pains would usually return at the end of that time 
if she took no drugs. If quinine were given then the physician 
might readily think that the quinine brought the pains back again. 
When physicians find no result at all until some time has elapsed, 
the women probably have atonic or catarrhal stomachs and quinine 
is very slowly absorbed.' 

Dr. Norris referred to the use of kola. My attention was called 
to the possible value of this drug by Dr. Gundrum, of California, 
about six months ago, and early in the winter I asked Parke, Davis 
& Company if they would provide me with a considerable quantity, 
which they did. I sent this supply to various dispensaries, to the 
Jefferson Maternity, under Dr. Davis; University, under Dr. Hirst; 
Dr. Norris at the Preston Retreat, and also some to Dr. Duer. I 
have not received a report as yet from Dr. Duer. It is interesting 
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that the reports which I shall publish shortly are all very favorable 
indeed to the influence of kola in cases of uterine inertia, and reports 
indicate that it has given very distinct results. These results from 
the use of kola are apparently so definite, come on *so soon after the 
drug is taken, pains are revived by it so remarkably that it would 
appear probable that Dr. Gundrum's original observation as to 
kolajs oxytocic powers is correct, and that in kola we have a very 
much better stimulant for bringing on pains and overcoming inertia 
than quinine. 

I do not believe myself that quinine has any oxytocic influence 
that is direct. I believe it is simply a general tonic to the system 
in the same way that a man who needs a stimulant and takes 
quinine is better than if he had not taken it. So the parturient fe- 
male, taking large or small doses, may get a systemic influence. The 
only way in which kola can be supposed to act is because of the large 
quantity of caffeine and kolanine it contains; it whips up the flagging 
nervous system and causes the cells in the spinal cord and the reflex 
functions to be increased. In this way there is increased uterine 
activity. 

Hysterectomy after Previous Removal of the Uterine Appendages, 
together with Remarks upon the Symptoms Due to the Menopause 
after Hysterectomy and after Salpingo-OOphorectomy. 

By Charles P. Noble, M.D. 

(See page 182.) 

Discussion. 

Dr. J. M. Baldy: I am a little at a loss to know how to dis- 
cuss this subject. I have had occasion to look very closely into 
this whole question of the result^ of the operation of hysterectomy 
as compared with ovariotomy, for the reason that some months 
since, probably a year, I ran across in the literature the statement 
by one of my assistants in one of my clinics that the menopause 
following hysterectomy was emphatically and decidedly worse, 
more severe and more prolonged than that following ovariotomy, 
and of course he based his results on observations on my own and 
colleagues' cases. 

I am free to confess I was considerably astonished, and have 
since made very close observation, and I believe this statement to be 
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entirely untrue. I see no difference in menopause following hys- 
terectomy and that from ovariotomy. I cannot convince myself that 
on either one side or other there is any great difference. 

The question of leaving ovaries has been agitated for a consider- 
able length of time to do away with the symptoms of the meno- 
pause. It seems to me we are taking risks in leaving ovaries, giv- 
ing the woman risks for the future far in excess of any harm that 
may be caused possibly from the slight increase in the menopause 
symptoms. 

We are certainly risking a great deal for the woman's future in 
leaving ovaries fo^ the sake of getting rid of a number of symptoms 
which are of minor degree. The uterus has been removed for some 
reason, that reason is probably some organic irritative disease, 
fibroid tumors or something of that kind. The disease which origi- 
nates fibroid tumor originates a great deal of ovarian disease. As 
a matter of fact, fibroid tumors are nearly always accompanied by 
tubal or ovarian disease or both. Now when we leave the tubes and 
ovaries we are risking the future of that patient by the develop- 
ment of the disease in these organs. One should hesitate a long 
while, and I shall wait to see the result of work of colleagues before 
I will submit my patients to any such risks. 

As far as the easier convalescence is concerned, following hys- 
terectomy this is undoubtedly true. Any one who has practiced 
the two methods of hysterectomy or ovariotomy will concede that 
without any hesitation whatever, the convalescence is infinitely 
easier following hysterectomy, I mean immediate convalescence 
from operation. 

As to the question of removing the uterus subsequently to hav- 
ing done double ovariotomy : Dr. Noble has spoken of those cases in 
which he has removed the uterus, and if I were to picture a class 
of cases in which to do that operation, systematise them in classes, 
the class he has pictured is the one I would exclude from the oper- 
ation. Of all of the symptoms which you cannot relieve by this 
procedure, the most marked is pain. The pain that is left following 
the original operation, without a great deal of disease being left on 
which you can place your fingers, cannot be cured by the subsequent 
hysterectomy as a rule. Originally the case was one in which you 
have made a mistake and operated on a patient that you had better 
have left alone. The pain they have after operation shows it has 
been a mistake in judgment, and if not operated on at all they would 
have been no worse off. They would have been better off not to 
have had symptoms of menopause on top of their other symptoms. 
This class (almost all of whom are neurotic), if you add the symp- 
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torn of the menopause, you make them infinitely more miserable 
women for the time being. 

There is no question whatever that there are a certain run of 
symptoms which follow double ovariotomy which would not have 
followed in a certain proportion of cases had the uterus been re- 
moved. That run of symptoms — leucorrhceal, irregular discharge, pro- 
fuse, abnormal menstrual flow, bloody flows, weight and dragging 
in the pelvis. My experience has been that this is the principal run of 
cases in which I have had trouble; this is the class of symptoms 
which I have been able to relieve by removal of uterus subsequently. 

A great deal better judgment is being used in regard to the origi- 
nal operation, and the benefit of the doubt, if it is a doubtful case, is 
given to the woman and a hysterectomy is being done to-day. Per- 
sonally, in my own practice, I would expect very few or none to 
come back for a second operation if the first failed to relieve. So it 
is not a matter of surprise to-day that we are not having very many 
of these cases; it is not a matter of surprise that Dr. Noble is not 
seeing many of them at this present time — they go to other men for 
a second operation. 

Dr. C. P. Noble: I wish to emphasize one point referred to in 
the paper concerning the original argument as to why hysterectomy 
should be substituted for double salpingo-oophorectomy. It was 
claimed, especially by Dr. Krug, that the uterus was septic, and that 
many of the climacteric symptoms that the women have are septic 
symptoms; that they have a mild septicaemia from the diseased 
uterus. This I do not believe at all. I think, also, that this old ar- 
gument was not borne out by the fact that those cases in which the 
uterus was left in do not come back either to Dr. Baldy or to myself 
to have uterus taken out. If the uterus was really going to give 
trouble by leaving it in, a great many of these cases, and there were 
hundreds of them around town, would have turned up subsequently 
to have their uterus taken out. I am heartily in favor of hysterec- 
tomy instead of double salpingo-oophorectomy. It is safer, and 
gives a better convalescence with fewer complications, but I do not 
advocate taking uterus out on the ground that if left behind, after 
recovery from the operation it would give trouble, per sc. 

The only other point I wish to mention is as to what Dr. Baldy 
said about fibroids and complications of diseased appendages. I 
have mentioned a number of times that my experience on this point 
differs from his. I have found a relatively small percentage of cases 
in fibroid cases, of disease of the appendages. I should think fifteen 
per cent, of the cases would be a large statement in which there was 
serious disease, and in hospital work we must remember a consid- 
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erable percentage of the cases have been subjected to the possibility 
of gonorrhoea! disease, and do not indicate any connection between 
the fibroids themselves and the disease in appendages. I have not 
as yet adopted the practice of leaving the ovaries when performing 
abdominal hysterectomy. I remember very well some of the vaginal 
hysterectomies which I did some years ago in which the ovaries were 
left in ; there were only two or three of them ; they did not have any 
special trouble with menopause symptoms. If it does prove to be a 
fact that leaving ovaries in obviates the sometimes distressing 
symptoms of the menopause, they can be left in whenever healthy. 

A Case of Retention of Urine Simulating Pregnancy at Term, 

By George M. Boyd, M.D. 

(See page 179.) 

Discussion. 

Dr. John C. Da Costa: I saw a case similar to that of Dr. Boyd, 
but the case was not brought to me for pregnancy. Some years ago, 
when we were holding those long spring terms in the Jefferson 
Hospital, a woman was brought to me from up country to operate 
upon for large ovarian tumor. I took her into the clinic room and 
made a diagnosis between ovarian tumor, ascites and enlarged blad- 
der, and after making diagnosis instructed the assistant to put a 
catheter in her bladdef. He drew off a large china basin full of 
urine, and the tumor disappeared. The case of Dr. Boyd seems 
very like those lectured upon by the elder Gross as "cases of inconti- 
nence of retention. ' ' 

Official Transactions. 

Frank W. Talley, Secretary. 
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TREATMENT OF UTERINE PROLAPSE WITH ILLUS- 
TRATIVE CASES.* 

By Wilmer Krusen, M.D., 

Instructor in Gynaecology, Jefferson Medical College; Assistant Gynaecologist and 
Chief of Gynecological Dispensary, St. Joseph's Hospital. 

Downward displacement of the uterus is a condition which so 
frequently occurs, which produces so much discomfort to the pa- 
tient, and which so surely tends to become progressively worse if 
not promptly and properly cared for, that the best method of treat- 
ment is always of interest and importance to the gynaecologist. 

In this paper the treatment of acute prolapse, a rare occurrence, 
produced by a sudden fall or violent effort and accompanied with 
symptoms of shock, intense pelvic pain and possibly haemorrhage, 
will not be discussed; but attention will be devoted to the chronic 
variety which, developing gradually and far more frequently, is of 
greater importance. 

Prolapse of the uterus may be conveniently and practically di- 
vided into three different degrees of descent: 

1. A slight lowering of the uterus, with the fundus below the 
pelvic brim, but maintaining its ordinary anterior inclination. 

2. The uterus lower, with a change in the axis of the organ and 
the os appearing at the vulvar orifice. 

3. Complete prolapse or procidentia, in which the organ projects 
completely beyond the pudendal orifice. 

In order to treat successfully this malposition one must have a 
thorough comprehension of the etiology in each individual case. By 
far the most frequent cause of descent of the uterus is the laceration 
and relaxation of the pelvic floor, impairing the proper anatomical 
support of the internal organs of generation, and permitting, first, a 
descent of the vaginal walls, then retro-displacement, with gradual 
lowering of the uterus. Associated with this relaxed condition we 
almost invariably find an enlarged, sub-involuted uterus, which, 

* Read. For Discussion, see page 222. 
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through its disturbed venous circulation and increased weight, 
possesses an inherent tendency to become prolapsed. 

The indirect or predisposing causes which are important factors 
in inducing and increasing prolapse are the chronic metritis result- 
ing from frequent partutritions ; too brief a period of rest in a recum- 
bent position after labor or miscarriage; tight lacing and the weight 
of heavy clothing improperly suspended from the waist instead of 
the shoulders, thus increasing the intra-abdominal pressure; the 
heavy lifting and powerful muscular exertion too frequently neces- 
sary in the life of a working woman; chronic constipation and diffi- 
cult defaecation; uncorrected retro-displacements, and the presence 
of any intra-abdominal neoplasm acting mechanically, forcing the 
uterus to a lower level. 

Briefly, these causes may be summarized under three heads: 
1. Those increasing intra-abdominal pressure. 2. Those increas- 
ing the weight of the organ itself. 3. Those decreasing the normal 
support from below. 

Since the days of Hippocrates and Galen and the period when 
the old Arabian writer, Avenzoar, advised that in obstinate cases of 
prolapse the woman should be held upon her back and a frog, lizard 
or mouse be thrown on her feet and legs, as if to frighten the ex- 
truding organ to resume its proper position, until the present time, 
the resources of human ingenuity and of mechanical and surgical 
inventive genius have been taxed to the utmost to ascertain the 
surest and safest method of relieving these suffering women. Vigor- 
ous and varied as these efforts have been, many admirable and ad- 
vantageous many amusing and absurd from the vantage point of 
to-day, not much progress had been made until the time of Marion 
Sims. Although our present attainments are far from ideal, yet 
the recent advances have been marked. Only fifty years have 
elapsed since the erudite and scholarly Meigs, in his charming con- 
versations on gynaecology, could only, like Hippocrates, suggest 
pessaries for the relief of prolapse, and had probably never dreamed 
of the utility of plastic surgery; but now every gynaecologist of note 
has felt compelled to devise or modify some method for the relief of 
prolapse, and we are left to select that plan best adapted to the in- 
dividual patient. 

Treatment. — The treatment may be sub-divided into: 1. Pro- 
phylactic. 2. Palliative. 3. Surgical or radical. 
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Prophylactic. — The preventive measures that may be resorted to 
in order to avoid prolapse are numerous. When the tendency ex- 
ists the avoidance of constricting clothing, which constantly in- 
creases the intra-abdominal pressure, is important. Women with 
relaxed abdominal walls or who are very obese should wear a well- 
fitting abdominal supporter, which will relieve the intra-pelvic 
weight. Chronic constipation so prevalent in women with pelvic 
disease should be overcome. In cases of chronic inflammation of 
the uterus and endometrium, decongestant agents, hot douches and 
boroglyceride tampons should be used, and if necessary there should 
be a thorough curettement of the uterus. If the laceration of the 
cervix is extensive, with eversion of the mucous membrane, it 
should be repaired; and where much hypertrophy exists, an ampu- 
tation of the cervix is the quickest and best method of reducing the 
weight of the organ. By the proper protection of the perinaeum 
during labor, many lacerations of the pelvic floor may be avoided ; 
but if they do occur, and they frequently will in spite of well-directed 
efforts, then prompt repair, even of slight tears, should be made; 
because the danger of infection, of subinvolution of the vagina and 
uterus, and later, of descensus of the uterus, may thus be prevented. 

In those cases where cystocele and rectocele already exist, or are 
developing, prompt anterior colporrhaphy and perinaeorrhaphy 
should be performed. 

In many cases of retro-position of the uterus, the only reason it 
does not become prolapsed is because of the firm perimetric adhe- 
sions which may in time become so stretched as to permit uterine 
descent; by the correction of the retro-displacement and the per- 
formance of ventro-fixation, the uterus may be maintained in posi- 
tion and the patient spared much subsequent suffering. 

A very important point in prophylaxis is more prolonged rest 
after parturition and abortion ; so many patients do not take proper 
care of themselves after the premature expulsion of the ovum, neg- 
lecting either to call a physician or to follow his advice, thus plant- 
ing the seed for much future misery, and too often rendering neces- 
sary a sacrificial operation. Physicians should teach the laity that 
abortion is far more dangerous than labor at term. Infinite harm 
is done after parturition or abortion by the too early return of the 
patient to her daily occupation, involving heavy lifting and violent 
muscular activity, often unavoidable among the poorer classes 
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where necessity demands they earn their livelihood. Verily, "the 
destruction of the poor is their poverty," and prolonged misery re- 
sults from this violation of nature's edicts. 

Palliatizte. — When prolapse is present, the reduction of the uterus 
is usually easily accomplished, if careful and intelligent taxis is em- 
ployed. If difficulty is found, due to the herniated mass, after thor- 
ough evacuation of the bladder and rectum and after rest in the re- 
cumbent position, the reduction may be effected by the employment 
of hot sitz baths and hot liq. plumbi et opii, followed by the appli- 
cation of an elastic bandage. 

Sometimes placing the patient in the genu-pectoral position, thus 
relieving the intra-abdominal and intra-pelvic pressure, firmly and 
forcibly pushing the uterus upward in the axis of the inferior strait 
of the pelvis will be necessary; but in the majority of cases simply 
placing her in the dorso-sacral position, with gentle pressure, is 
sufficient to replace the organ. 

In all cases the reposition should be followed by treatment tend- 
ing to relieve the pelvic congestion and to lessen the uterine and 
vaginal hypertrophy, as the vaginal walls usually have become 
thickened from the proliferation of the epithelium and hypertrophy 
of the submucous areolar tissue, the rugae effaced and the entire 
character of the mucous membrane changed by its exposure to fric- 
tion and atmospheric influence. This is best treated by the use of 
copious hot injections of one-per-cent. solution of creolin, tampons 
of ten per cent, ichthyol in glycerine, or, if more astringent action 
is needed, tannin and glycerine. Very often in cases of procidentia 
irregular ulcerated surfaces are found which should be treated by 
dusting them thoroughly with powdered acentanilid or tannin and 
iodoform in equal parts, and by packing the vagina with iodoform 
or borated gauze. Packing with gauze has the double function of 
keeping the uterus in position and promoting the absorption of in- 
flammatory deposits. 

The associated cystitis, often resulting from the displacement 
and imperfect evacuation of the bladder, is best treated by gentle 
vesicle irrigation, using a solution of acetate of lead (£ gr. to 4 
ounces of water), or dilute nitric acid (2 or 3 minims to the ounce; 
this is especially useful when there is a tendency to phosphatic in- 
crustations) ; and the internal administration of 10 gr. doses of boric 
acid three or four times daily. Infrequently primary vesical calculi 



Digitized by 



Google 



200 / Vilmcr Krusen , M. D . 



are formed, due to the precipitation of the ammonio-magnesian 
phosphates; these calculi should be removed. Lithrotrity is rarely 
required, because of the capacity and dilatability of the female 
urethra. 

Having reduced the uterus and relieved the complicating condi- 
tions, the question arises how shall we maintain it in proper position. 
In many instances there exist contra-indications to surgical pro- 
cedure, or if no contra-indications to the mind of the surgeon, the 
patient herself refuses to submit to the necessary anaesthesia, etc., 
then our ingenuity must be exercised to find some artificial support 
for the organ. Temporarily the employment of large tampons, 
preferably of lamb's wool, dusted with some astringent or antiseptic 
powder such as iodoform and tannin, alum and bismuth sub-nitrate 
1-6, aid in reestablishing the supporting power and in contracting 
the distended superficial vessels. 

The acute inflammatory symptoms must subside before the in- 
troduction of a pessary, an instrument which frequently does more 
harm than good, and which often distends the vagina and prevents 
its regaining anything of its former tone and elasticity; it is simply 
choosing the less of two evils and relieving where we cannot cure. 

In this condition in which the uterus, vagina, rectum and bladder 
are all dislocated, the pessary simply acts as a splint to maintain 
them as effectually as possible in a normal relationship. The in- 
flated soft rubber ring pessary should be used, as it gives the least 
discomfort to the patient. It has a wide range of application, and 
does not irritate the vagina. It must be removed and renewed fre- 
quently, as it will absorb secretions and become the source of dis- 
agreeable discharges. In those cases in which glass or hard rubber 
balls are used, where they exert the requisite pressure to sus- 
tain the uterus, they almost invariably cause pain and ulceration. 
In many cases where the ring or disk pessary fails, because of the 
extensive laceration of the perinaeum or relaxation in the muscular 
planes of the pelvis, a cup pessary with abdominal belt may be worn. 
The cup, which is perforated to permit the discharges to escape, 
receives the cervix uteri, and the abdominal belt is useful in sus- 
taining the abdominal wall. The variety which has been success- 
fully used in a number of cases of procidentia is the so-called Mcin- 
tosh cup pessary with belt. The simplicity of the instrument per- 
mits its removal or introduction by the patient with perfect facility. 
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All pessaries should be examined frequently to see that the vagina 
is not irritated by their presence, and frequently irrigation should be 
employed. 

The use of pelvic massage, as suggested by Thure Brandt, of 
Stockholm and practiced by Schultze, Profanter and others, has 
not been successful in my experience; the prolonged and tedious 
manipulations are tiresome to both patient and physician, and rarely 
will either possess the inexhaustible patience to employ effectively 
the kinesitherapeutic method. 

All the prosthetic methods of treating uterine prolapse as yet 
cited, are merely palliative; and it is only by resorting to surgical 
procedures that we are likely to effect a cure of this condition, since 
these mechanical devices are usually imperfect and uncomfortable 
means of support. 

Surgical or Radical — Many of the palliative methods herein de- 
tailed must be employed preparatory to plastic operations. The se- 
lection of the operation will be influenced by the age and the condi- 
tion of the patient, and the cause and degree of the descent. 
Wherever the prolapse is caused or complicated by intra-abdominal 
tumors, i. e. y fibroids, ovarian cysts, or tubal accumulations, as in 
cases Nos. 8, 10, and 15, these should be removed. Where 
the increased size of the uterus, due either to sub-involution or 
hypertrophic elongation or laceration of the cervix, is the main 
serological factor, the reduction of the size of the uterus is effected 
by a thorough curettement of the organ by a trachelorrhaphy, or by 
amputation of the cervix. 

The operations which have been used in this series of cases have 
been Emmet's operation of trachelorrhaphy — carrying the incision 
of the denudation well into the angles of the laceration and thor- 
oughly removing the cicatricial tissue and using sutures of silkworm 
gut or chromicized catgut — and, where there has been much hyper- 
trophy with eversion of the cervical mucous membrane, Schroeder's 
operation — excising a wedge-shaped piece from the anterior and 
posterior lip of the cervix, which removes diseased tissue, favors in- 
volution, and reduces the weight of the organ. 

Where there is marked relaxation of the pelvic floor with cysto- 
cele and rectocele, and with the uterus in either the first or the sec- 
ond degree of descent, anterior colporrhaphy and perineorrhaphy 
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should be performed in addition to the foregoing operation, if they 
have been indicated. 

The two operations for cystocele which have given the best re- 
sults are those devised by Stoltz and Hegar. Stoltz's operation con- 
sists of a circular denudation over the most prominent part of the 
cystocele, and the insertion of a purse-string suture of strong silk. 
When the suture is tied, the denuded surface is brought together 
and closed like a tobacco pouch, forming a puckered cicatrix and 
giving firm support to the bladder. In Hegar's an elliptical denu- 
dation is made, the exuberant tissue of the vagina is excised and a 
continuous suture of catgut in superimposed layers is employed. 

In treating the posterior colpocele and lacerated perinaeum no 
operation surpasses the admirable one devised by Emmet in cases 
where there is an incomplete tear. The denudation in the lateral 
vaginal sulci should be carried high up on the posterior vaginal wall 
in order to diminish the caliber of the distended vagina, and the 
sutures should dip deeply downward on either side in order to catch 
the fibres of the pelvic fasciae and muscles. The muscles of the pelvic 
floor must be thoroughly restored or the patient will not derive 
benefit from the operation; a thin-skin perinaeum which simply 
closes the vulvar orifice and does not form a buttress for the support 
of the vaginal wall, will be useless. 

In cases where complete lacerations were present, Simpson's 
flap-splitting operation was used, extreme care being exercised to 
include the extremity of the lacerated sphincter. 

Of the operations which have been more recently introduced, 
acting on the entirely different principle of supporting the uterus 
from above, ventro-fixation has been selected in the belief that it 
gives better results and is more satisfactory than shortening the 
round ligaments by the operations of Alexander and others. 

In performing ventro-fixation the appendages can be thor- 
oughly examined, and any adhesions which exist may be treated; 
and, under proper aseptic precautions, the risk to the patient is very 
little greater than in Alexander's operation. In performing hys- 
terorrhaphy two fine buried silk sutures were used, passing them 
through the peritonaeum and a small portion of the muscle of the 
abdominal wall and including only enough of the uterine tissue to 
sustain that organ. 

The patient will suffer less by the substitution of a practically 
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immovable anteverted organ than she will from the displacement of 
the uterus, bladder and rectum. In those cases in which hysteror- 
rhaphy has been used the relaxation of the pelvic floor has also re- 
ceived attention, so that less tension would be brought upon the 
new ligament formed by the suspension operation and subsequent 
colpocele prevented. 

In the treatment of procidentia these combined methods may be 
employed; or in cases which have resisted all other kinds of treat- 
ment, or in which the patient has passed the menopause, or where 
there is extensive ulceration of the vaginal wall or cervix predis- 
posing to malignant degeneration, vaginal hysterectomy is often in- 
dicated and justifiable. The atrophied condition of the tissues in 
many women after the climacteric renders the firm union requisite 
in plastic work improbable; but, after the extirpation of the uterus 
per vaginam, by the removal of the redundant vaginal tissue and 
consequent narrowing of the vagina sufficient support will be given 
to the bladder and the rectum, and the patient's symptoms will be 
entirely relieved. 

The operation is comparatively an easy one and the haemorrhage 
readily controlled. The modus operandi consists in fixing the 
uterus firmly with double tenacula or volsella, incising through the 
vaginal mucous membrane with the thermo-cautery, and dissecting 
the bladder from the anterior uterine wall with the finger, ligating 
the broad ligament with arteries on either side, and removing the 
uterus with its appendages. Though there is greater danger of in- 
jury to the bladder and the rectum in this operation than in hyster- 
ectomy under ordinary circumstances, if the changed relations are 
borne in mind this can be avoided. After the removal of the 
uterus, the vaginal canal should be narrowed and the upper extremity 
of the vagina be permitted to close without the introduction of 
sutures. 

An ingenious operation which has been devised recently (but 
not employed in this series) which is restricted to women who have 
passed the child-bearing period, or in whom the marital function 
can no longer be performed, consists in encircling the vagina from 
above downward with silver wire sutures, allowed to remain perma- 
nently, which diminishes the caliber of the canal and sustains the 
uterus, but permits the escape of discharges. This operation, sug- 
gested by Freund and practiced by Munde, has given good results. 
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The use of the actual cautery, mineral acids, escharotics or for- 
ceps to produce sloughing, should be relegated to a deserved 
oblivion. And we, by the application of correct and up-to-date sur- 
gical principles, should endeavor to give that relief to our patient 
Which is our highest aim. 

Illustrating Cases. 

i. Mrs. G. B., aged forty-four, prolapse, second degree; treat- 
ment, trachelorrhaphy (Emmet's), Stoltz's anterior colporrhaphy 
and Emmet's perineorrhaphy. 

2. Mrs. E. McN., aged forty-two, prolapse, second degree, with 
large rectocle. Emmet's perineorrhaphy performed. 

3. Mrs. M. M., aged forty-five, prolapse of first degree, with rec- 
tocele; patient had also suffered from diabetic pruritus which was 
treated prior to operation. Emmet's perineorrhaphy. 

4. Mrs. B. D., aged forty-five, prolapse, first degree; dilatation 
and curettement. Hegar's perinerrhophy. 

5. Mrs. R., aged thirty-eight, prolapse, first degree; dilatation 
and curettement, with repair of lacerated cervix perineum. 

6. Mrs. E. D., aged eighteen, prolapse of first degree, with com- 
plete laceration of perineum and laceration of recto-vaginal septum. 
Simpson's perineorrhaphy modified. 

7. Mrs. McR, aged twenty-three, endometritis and prolapse of 
the first degree. Dilatation and curettement, with Hegar's 
perineorrhaphy. 

8. Mrs. G. H. B., aged twenty-eight; diagnosis, retroversion and 
descent, with cystic ovary. Hegar's perineorrhahpy, removal of 
left ovary and resection of the right ovary, ventro-fixation of 
uterus. 

9. Mrs. C. F., aged twenty-seven; diagnosis, sub-division of 
uterus, laceration of cevix and perineum, with prolapse of second 
degree. Dilatation and curettement, trachelorrhaphy, anterior col- 
porrhaphy, Emmet's perineorrhaphy. 

10. Mrs. C. H., aged thirty-five, nullipara, prolapse due to pres- 
ence of sub-peritoneal fibroid of fundus of uterus. Treatment, ab- 
dominal section and the enucleation of fibroid tumor, size of a wal- 
nut, from the fundus of the uterus; incision in uterine tissue sutured 
with fine silk; and ventro-fixation. 
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11. Mrs. M. K., aged twenty-five, complete laceration of 
perinaeum, with beginning prolapse of uterus, and endometritis. 
Curettement and Simpson's perinaeorrhaphy. 

12. Mrs. S., aged forty-two, prolapse of first degree, with lacer- 
ation of pelvic floor and recto-vaginal fistula. Tait's flap-splitting 
operation, with freshening of the margins and closing of the fistula. 

13. Mrs. G., almost sixty, procidentia; uterus small, atrophied; 
extensive cystocele and rectocele. Operation, Stoltz's anterior col- 
porrhaphy, Emmet's perinaeorrhaphy. 

14. Mrs. E. K., aged sixty-eight, XlV-para, procidentia. Oper- 
ation, vaginal hysterectomy as detailed above. 

15. Mrs. A. V., aged twenty-six, procidentia complicated with 
double pyosalpinx. In this case Hegar's anterior colporrhaphy 
and perinaeorrhaphy were performed, the abdomen opened and 
double pus tubes with two small abscesses in the fundus of the 
uterus found. Supra-vaginal hysterectomy was performed, and 
peritonaeum and broad ligament sutured in such a way as to prevent 
prolapse of the cervix and vaginal walls. 

158 N. Twentieth Street. Philadelphia. 
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CANCER OF THE UTERUS AND THE GENERAL PRAC- 
TITIONER.* 

By John M. Fisher, M. D., 

Chief of the Department of Diseases of Worn in and Demonstrator of Gynaecology in the 
Jefferson Mddical College Hospital; Gynecologist to the Philadelphia Hospital. 

In no class of gynaecological disorders does the general prac- 
titioner bear so large a share of the responsibility, because in none 
is he so universally the first professional consultant, and in none is 
a correct diagnosis as this time generally so easily made, and an er- 
roneous diagnosis so fatal and yet comparatively so frequent, as in 
cases of cancer of the uterus. This paper is limited to a brief re- 
view of matters of practical importance to the busy family doctor 
relating to the early diagnosis of this disease, as presented to my 
mind from personal observation and thoughtful reflection in the 
study of a large number of cases. It is presented to this society for 
discussion, because the gynaecological specialist, above all others, is 
best fitted to pass judgment upon the responsibilities and to define 
the duties of the general practitioner in his relation to these unfor- 
tunate subjects. 

The comparative frequency of this disease, its causation, gross 
pathology, symptoms and certain differential points in diagnosis 
should constantly be borne in mind by the physician in his daily 
family practice. 

Cancer is three times as frequent among women as among men, 
and in more than fifty per cent, of the cases the morbid change 
occurs either in the uterus of the mammae, the former organ being 
affected more than three times as often as the latter. In the' female, 
therefore, cancer of the uterus occupies the most conspicuous place, 
and it attacks this organ oftener than the sum total of the same 
disease in all the organs of the male combined. 

Cancer of the uterus is a disease of advanced years. It is most 
common between the ages of forty and fifty-five or during and im- 
mediately following the establishment of the menopause. It is rare 

*Read. For Discussion, see page 227. 
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before the age of thirty. Multiparity, heredity, prolonged mental 
worry, bad hygienic environment, poverty and lowered constitu- 
tional states in particular, traumatisms, and local irritations, are 
among the predisposing causes of this disease. 

The term malignant, as applied to cancer, signifies that the 
disease is characterized by a morbid process that gradually involves 
contiguous healthy tissues, and by lymphatic extension invades 
neighboring and distant organs, and finally tends to systemic infec- 
tion; that it has a tendency to return after removal, and if allowed 
to go unchecked progresses to a fatal termination. 

The degree of malignancy in cancer of the uterus, primarily, de- 
pends more upon the section of the organ involved than the special 
histological character of the disease. Cancer of the cervical canal, 
for example, is vastly more malignant than cancer of the exposed 
vaginal cervix, while primary cancer of the body of the uterus is the 
least malignant, and, therefore the most amenable to radical sur- 
gical treatment. This difference in malignancy is due to the close 
and peculiar lymphatic connection of the supra-vaginal cervix with 
surrounding structures, favoring a more ready distribution of the 
morbid elements to the pericervical pelvic connective tissue. 

Carcinoma of the uterus is most common in the vaginal cervix; 
next in frequency is that of the cervical canal, while the body is pri- 
marily involved in only about two per cent, of cases. 

Microscopic appearances of structure will not be referred to be- 
cause they present themselves to the busy practitioner more in the 
form of difficult algebraical problems than as practical working for- 
mulas; furthermore, experience in the diagnosis of this disease has 
taught us that reliable expert pathologists are numbered among the 
few even in our large cities. 

Clinically, before it has spread to surrounding structures, the 
disease, as it appears in the cervix, may be classified as follows: 
1. Superficial. 2. Parenchymatous, or nodular. 3. Cancer of the 
cervical canal. 

In cancer of the vaginal cervix, or the superficial form, two va- 
rieties are met with: one that appears at the site or in the vicinity of 
the external os, in the form of hard, nodular and friable granula- 
tions that tend to a molecular loss of substance, which sooner or 
later leave an irregular punched-out appearing ulcer, having a foul, 
indurated, nodular base; or it may develop from apparently benign 
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papillary growths, in the form of a cauliflower excrescence, becom- 
ing so large in many cases as to fill the vaginal vault. The former 
gradually destroys the cervix by a progressive molecular erosion, 
and unfortunately, has a special tendency to extend in the direction 
of the cervical canal, while the latter presents itself as an added new 
growth spreading toward the vagina. The cauliflower variety may/ 
remain limited to the surface of the cervix for a comparatively long 
time before the tendency to invade the vagina and the deeper struc- 
tures becomes manifest. 

The perenchymatous varity appears as an irregular cartilagin- 
ous hardness of the cervix, or in the form of one or more nodules 
beneath the mucous membrane within its deeper structure that pro- 
ject in the direction of the vagina or the cervical canal. From its 
physical aspect it might well be termed scirrhus carcinoma. By 
its progress it eventually destroys the mucosa, resulting in the for- 
mation of a cancerous ulcer. The most striking characteristic of 
this form, however, is the tendency to early invasion of the pericer- 
vical tissues, as compared with the latency of the symptoms, the pa- 
tient being practically doomed before the first symptom of any ab- 
normality presents itself. Before ulceration has taken place this 
form of the disease is often difficult to diagnose. 

Cancer of the cervical canal generally begins in the mucous 
membrane, and is characterized by an infiltration, which soon dis- 
integrates and causes a slow destruction of the parts by a crater-like 
ulceration. But before the destructive process can be recognized 
by a physical examination the disease has usually extended to the 
body of the organ, and has invaded the pericervical connective tissue, 
thus rendering the case hopeless. 

Cancer of the body of the uterus may be primary or secondary. 
The latter, as a matter of course, indicates a hopeless condition. 
Primarily, the disease has its origin in the mucous membrane. The 
body of the organ almost invariably becomes appreciably enlarged. 
The diagnosis should be based upon the clinical history rather than 
upon the uncertain report of the microscopist. 

The infiltrating extension of these various forms of the disease 
to the neighboring glandular structures and to the pelvic connective 
tissue in the pericervical and perivaginal regions sooner or later 
compromises the functions and the normal integrity of other im- 
portant organs by involving them in the morbid process. In ad- 



Digitized by 



Google 



Tlxc Philadelphia Obstetrical Society. 209 



vanced cases the ureters become dilated from obstruction, due either 
to pressure or infiltration of their walls ultimately producing a con- 
dition of hydronephrosis; and through ulcerative extension, one or 
more of the various form of urinary or faecal fistulae may result 
as most distressing complications. General -pelvic infiltration and 
the involvement of the larger vessels of the pelvis with systematic in- 
fection at last hasten the approaching doom. 

Bearing upon the question of differential diagnosis, the follow- 
ing diseased conditions of the cervix may be considered: Chancre, 
chancroid, erosions and ulcerations, papillary growths, chronic me- 
tritis and cervical myoma. 

Aside from the history of a given case and the age of the patient, 
a chancre or chancroid, or even a simple ulcer, bear no resemblance 
to a cancerous ulceration, with its nodular, hardened base, its foul 
detritus, and its unhealthy-looking, bleeding and friable granula- 
tions; besides, a short course of treatment would soon remove all 
doubt as to the true condition. But the most important point of 
interest in this connection is the extreme rarity of such diseased 
processes in connection with the cervix. In the examination of 
thousands of cases I have never seen either a chancre or a chan- 
croid in this region, while simple, benign ulcerations are very rare 
indeed. 

Erosions of the cervix, the result of inflammatory discharges 
from above, are common, but these abraded, velvety, non-friable, 
granular surfaces, with their regular outline and uninfiltrated bases, 
certainly could not be mistaken for anything else by a careful ob- 
server. Mucous patches and benign papillary growths, as distin- 
guished from cancer, are more numerous and more widely distrib- 
uted. According to my experience, a papillary excrescence limited 
to the cervix is always malignant. 

Reference has already been made to difficulties encountered in 
the diagnosis of the nodular or parenchymatous forms of cancer of 
the cervix. The differential points before ulceration in a case of 
this character, as compared with metritis, are, that the cervix in 
both may be enlarged, but in metritis it presents a smooth, regular 
outline, and the mucous membrane is movable over the subjacent 
structures, while in cancer the surface, though smooth, is uneven 
and frequently nodular, and the mucous membrane is generally in- 
filtrated and adherent. Myoma of the cervix is very rare. It differs 
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from cancer in that the mucous membrane covering it may be 
stretched, but as in metritis, it is not adherent or infiltrated. 

The cases that go unrecognized until the most extreme limits of 
the disease have been attained are not numbered among the few, 
while those in whom the disease could, and should have been diag- 
nosed before the extension of the morbid process to the pelvic con- 
nective tissue obtained, and the life of the patient thus compro- 
mised, are among the very many. Considering the fact that the 
disease can, with but few exceptions, be diagnosticated at a compara- 
tively early stage as readily as the same affection in other more ex- 
posed parts of the body, the statement that only about one in ten of 
these cases, when first presented to the surgeon, have any chance 
of benefit from a radical operation, is an evidence of the gross ig- 
norance and careless indifference on the part of women respecting 
the condition of their sexual organs on the one hand, and a sad re- 
flection upon the professional care of patients by the family physi- 
cian on the other. The average physician's skill to diagnosticate 
the disease upon making a proper physical examination cannot be 
questioned, but the whole difficulty lies in the fact that he is either 
not consulted or permitted to make an examination at a suffi- 
ciently early period, or, as is too often the case, he neglects to insist 
upon the necessity of such a procedure, and dismisses his patient 
with a "placebo" and the assurance that the symptoms concerning 
which she sought his professional opinion are mere coincidents of a 
normal physiological change at her period of life ; and thus the case 
is allowed to go on until unquestionable discharges, pelvic pain, and 
evidences of constitutional invasion at last force a knowledge of the 
true condition upon patient and physician at about the same time. 
The shock to a patient thus afflicted when she first learns of her 
serious condition is most distressing and pitable to witness, and the 
professional attendant, at the time, is very apt to experience a com- 
mingled feeling of sadness and regret by recalling the day she first 
consulted him with reference to a "slight," but constantly-recurring 
hemorrhagic discharge, that he so ill-advisedly attributed to the 
"change of life." 

Pain is so thoroughly engrafted upon the minds of the laity as 
an essential accompaniment of cancer that the absence of this symp- 
tom is the chief difficulty in the way of seeing a large proportion of 
these cases in the earlier stages. But pain, as a matter of fact, is 
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usually a late symptom, and does not appear until the disease has in- 
vaded the tissues surrounding the uterus. It is the least important, 
from a diagnostic standpoint, of all the symptoms. When it does 
occur it is located in the region of the uterus and sacrum, and is of a 
radiating, neuralgic character and very severe. Haemorrhage, on 
the other hand, be it ever so slight or profuse, whether occurring in 
the form of menorrhagia or metrorrhagia, whether excited by coi- 
tion, by straining, or by exercise, or as an apparent coincidental 
manifestation, either during or following the establishment of the 
menopause, it is, at once, the earliest, the most constant, and, there- 
fore, the most important symptom to be considered in connection 
with the early diagnosis of this disease. It grows in importance the 
iluser its relation to the menopause. One of the most fatal of tra 
ditional fallacies in gynaecological practice that has been handed 
down to us from a former generation is that menopausal haemor- 
rhage is physiological. This opinion is held in all seriousness by 
the laity in general, and, unfortunately, is shared by a great many 
family practitioners, while some of the latter still regard it as a sort 
of natural outlet for the evil humors that they fancy harass these 
unfortunate individuals at this critical period. In health the de- 
cline and final cessation of the menstrual function is gradual and 
without irregular activity. Metrorrhagia or menorrhagia at this or 
any other period of a woman's life, is always the result of local 
disease, or some constitutional abnormality, demanding careful in- 
quiry on the part of the professional attendant. The acceptance of 
numerable lives that are now sacrificed, and relieve great suffering, 
this principle as an axiom by the profession at large would save in- 
because the source of the haemorrhage would then be looked for 
before carcinomatous disease, in a given case, had advanced to an 
irremediable stage. 

To illustrate and emphasize the importance of this symptom 
permit me to cite the following case: 

Mrs. W., aged fifty-seven years. Married fifteen years; widow 
twenty-five years. Had four children, the youngest of whom was 
twenty-seven years old. Passed the menopause at the age of fifty- 
two. Her mother had died from cancer of the uterus. First made 
patient's acquaintance three years previously . At this time she was 
enjoying robust health, and all in all was one of the best-preserved 
women for her age I had ever met. Within a year and a half she 
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buried a daughter and a son. (The daughter had lingered with a 
chronic ailment for more than a year, and throughout her illness 
was carefully nursed by this more than anxious mother.) Several 
weeks previous to the daughter's death she was taken with a severe 
attack of the grip, and was as yet barely able to be about on the day 
of the funeral. The prolonged anxiety, with loss of rest, in connec- 
tion with the result of this most debilitating illness, marked the 
beginning of a gradual decline in general health. She soon lost 
her erect form and well-rounded figure, the color in her cheeks 
faded, and the evidences of advancing years gradually became more 
manifest. After the lapse of about two months following her daugh- 
ter's demise my attention was directed to a "very slight" though fre- 
quently-recurring haemorrhagic discharge that had first made its 
appearance a few weeks previously. The necessity of an examina- 
tion to discover the cause of the haemorrhage was explained to her, 
but not until another week had elapsed was this permitted. My ex- 
amination revealed nothing unusual either in the appearance of the 
cervix or the size and mobility of the uterus, save that instead of 
meeting with the atrophic changes incidental to the menopause, the 
body of the organ appeared to have retained the size common to its 
former functionl activity. This, in connection with the bloody dis- 
charge, was sufficient to arouse a suspicion of malignancy. Three 
weeks later, however, an appreciable difference in the size of the 
body of the organ was dectected, while the haemorrhagic element 
had become somewhat more pronounced. The cervix appeared 
perfectly normal. A diagnosis of malignant disease of the body of 
the uterus was now made with certainty and immediate removal of 
the organ was urged upon the patient and her friends as the only 
means offering any hope of permanent relief. A week later my 
diagnosis was confirmed by a consultant, who based his opinion 
upon the clinical history, and who likewise appreciated the fact that 
no other disease, at her time of life, could have caused a beginning 
enlargement of this organ. The diagnosis in this case could not 
admit even the possibility of a doubt, and a radical surgical pro- 
cedure at this early stage offered every prospect of a permanent 
cure. But the usual experience of the honest and faithful family 
practitioner, who shows an extraordinary interest in his patient at 
a critical period, was soon realized. She took the advice of the 
"sage and wise women" of her circle, and a few weeks subsequently 



Digitized by 



Google 



The Philadelphia Obstetrieal Society . 213 

consulted one of our unscrupulous, though fashionable, office- 
tinkering gynaecologists, who, after making an examination, as- 
sured her that the cause of the bleeding was due-to a benign growth, 
and that by making two visits to his office weekly he would soon 
remedy the trouble. Upon being informed of my diagnosis this 
unsophisticated quack had the boldness to make the unprofessional 
observation that I was "a young man and very anxious to operate." 
It will suffice to state that she followed this revenue-grinding at- 
tendant's advice for about a year, when he was at last discharged, 
and I was again sent for, but too late to do anything more than ease 
her sufferings with an anodyne, while she was in the throes of death 
from an infectious peritonitis. 

Second in importance only to that of haemorrhage as a symptom 
is the offensive discharge. It may be the first symptom to excite 
suspicion, but it is usually a sign of considerable advance in the devel- 
opment of the disease. It may be absent, and unlike haemorrhage 
and pain is not so frequent in cases of non-malignant disease. As 
an isolated symptom, therefore, it is the most reliable for diagnostic 
purposes in advanced cases. Indeed, it is quite the rule to make a 
diagnosis in these cases as they enter the door of our clinics by the 
odor that attends them. The closer this symptom to the advent of 
the menopause the greater its diagnostic value. At first the dis- 
charge has a sweetish, sickening odor, but later on when ulceration 
has set in, it becomes horribly offensive, reminding one of putrefy- 
ing flesh. At this time it is thin and watery, and of a dirty brown 
color, due to the admixture of blood and shreds of broken-down 
tissue. 

These patients often remain in excellent general condition until 
the disease has attained extensive development, and in exceptional 
cases one or all of the symptoms detailed may be absent until the 
beginning anaemia and approaching cachexia suddenly dawn upon 
the family physician as evidences of the presence of serious trouble. 

The proper treatment of this disease in its early stages consist in 
the removal of the entire uterus, with as much of the adnexa as may 
be consistent with safety, and belongs to a department of special 
surgery, the details of which concern the general practitioner 
secondarily. 
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CONCLUSIONS. 

i. Cancer of the uterus is a local disease at first, and in this 
stage is amenable to radical surgical treatment. 

2. Two erroneous popular notions lead to postponed examina- 
tions, and are responsible for the vast majority of deaths from this 
disease : The one almost universally entertained by the laity is that 
pain is an essential symptom of cancer, and the other held by the 
community at large, including the great mass of family practitioners, 
is that atypical menopausal haemorrhage is physiological. 

3. The diagnosis at the time the patient first presents herself to 
the physician is readily made in at least ninety per cent, of cases. 

4. In the order of their importance, haemorrhage, offensive 
discharge, and pain, are the three cardinal symptoms of the disease, 
and the presence of one or more of these, in a woman of advanced 
years especially, should induce the physician to insist upon a local 
examination as the price of his further professional attendance. 

1527 Wallace Street. 
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CLINICAL NOTES.* 

A Case Illustrating the Limitations of Conservative Surgery of 

the Uterine Appendages', A Gynecological Case in Which 

Antistreptococcic Serum Was Employed. Hysterectomy 

for Bilateral Broad Ligament Abscesses. 

By Richard C. Norris, M.D., Philadelphia, Pa. 

A Case Illustrating the Limitations of Conservative Surgery of 
the Uterine Appendages. 

Since the discussion at the Washington Congress in 1894 on 
Conservative Surgery of the Uterine Appendages, in which discus- 
sion Goodell, Polk and others recorded successes and even pregnancy 
following conservative surgery of the uterine appendages, most 
gynaecologists have been more conservative in dealing with the 
lesser grades of tubal and ovarian disease. Ovaries partly de- 
stroyed by cystic degeneration, hydrosalpinx, occlusion of the fim- 
briated ends or stricture of the Fallopian tube, even small collections 
of pus in the tube have been successfully treated by plastic work 
which saved for the patient one or both of the uterine appendages. 

Quite a large number of successes have been recorded, and in 
my own experience I have had a few cases that have demonstrated 
to me the practical value of resecting an ovary, of puncturing and 
draining the small hydrosalpinx, of dilating an occluded tube and of 
opening the fimbriae of a tube and maintaining the opening by 
stitching back the tubal fimbriae. The case I report to-night, how- 
ever, is brought to your notice to show that such plastic work 
sometimes utterly fails, and thus renders necessary a second oper- 
ation to effect a cure. 

It is quite as important to record the failures as well as the suc- 
cesses following conservative surgery of the appendages. 

Miss A., aged twenty-four years, had measles four years ago, 
followed by pneumonia and peritonitis two weeks after the rash of 
the measles had disappeared. Her menses occurred at the age of 

~ *Read. 
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eighteen, have always been irregular, scanty and painful, especially 
during the past year, when rest in bed for a week at each period has 
been necessary. Complains of constant pelvic pain and a yellowish 
vaginal discharge, sometimes offensive, and has noticed this es- 
pecially during the last two years. 

Upon examination, the uterus was found anterior; the posterior 
fornix was filled by a large mass, which gave the impression of a 
distended tube and ovary, very painful and very sensitive. The 
notes of the operation at the Methodist Hospital are as follows: 
Right tube distended; right ovary cystic, the size of an orange, and 
adherent in the posterior cul-de-sac. The left ovary, small and 
sclerotic, contained several follicular cysts; fimbriae of left tube are 
occluded and there is a small hydrosalpinx involving the outer third 
of the tube. The hydrosalpinx was evacuated and the puncture 
closed by a fine silk stitch. The fimbriated end of the tube was 
opened and dilated, and the ends stitched back. Two small cysts 
of the ovary were punctured and the cavities lightly curetted, the 
redundant portions of the cyst wall were trimmed away and a fine 
silk stitch introduced. The right tube and ovary were removed. 
Convalescence, afebrile and satisfactory in every respect. 

The patient passed out of observation, having been requested to 
report from time to time, as I wished to follow her history. She was 
told of the attempt to save the left tube and ovary. This first oper- 
ation was performed in January, 1897. In July the patient ap- 
ueared with the following history: Since the operation performed 
in January the relief from pain on the right side has been complete 
(the side from which the ovary and tube were removed), but two 
months after operation the opposite side began to be painful, and the 
pain has steadily increased up to the present time. 

Upon examination, a large, exceedingly tender cystic mass was 
found in the left vaginal fornix. Operation advised. Incision 
through the old scar found the wound firmly united throughout its 
entire length. A knuckle of intestine, firmly adherent, about one 
inch to the left of the incision was released. The pelvic organs were 
examined and showed the stump on the right side surrounded by a 
few adhesions and a worm-like body two inches in length, curled 
over the end of the stump. The mass was ligated and removed. At 
first it was thought to be the appendix, but closer study indicated 
that it was a cystic growth in Gartner's duct. The left vaginal for- 



Digitized by 



Google 



The Philadelphia Obstetrical Society. 217 

nix was filled with a cyst the size of a small orange, which was 
partly intra-ligamentary. The cyst was peeled out without rupture. 
The remnant of the ovary was firmly adherent between the layers of 
the broad ligament at its base. An attempt was made to gather up 
the broad ligament, and the thickened tube and to ligate en masse. 
It was thought, however, to be better surgery to place two ligatures, 
one to control the ovarian artery at the pelvic wall and the other 
near the uterus to control that side of the broad ligament. The 
remnant of the ovary was enucleated from its bed, and, with the 
tube, removed. The edges of the broad ligament were whipped 
together with a continuous suture. Patient's convalescence was 
afebrile and she left the hospital in the course of three weeks, re- 
lieved from pain. 

This case is worthy of record because it illustrates the failure 
that will sometimes follow plastic work upon ovaries and tubes that 
are not seriously diseased. Here was an ovary not one-fourth of 
which was found destroyed at the first operation. Its cysts were 
punctured and drained, thus offering an opportunity for the ovary 
to repair itself, and yet within six months after the operation rapid 
degeneration had progressed until a cyst as large as an orange was 
formed. The result in this case emphasizes the fact that the prog- 
nosis of plastic work on the appendages should be guarded, 
although we should in all instances try to save tubes and ovaries 
that offer a probability of ultimate repair. The patient was a young 
girl, unmarried, and it was with a great deal of regret, that I 
found it necessary to do a second operation, and remove the ovary 
I had tried to save. 

A Gynecological Case in Which Antistreptococcic Serum Was 

Employed. 

So much interest is attached to the employment of antistrepto- 
coccic serum that I have thought it worth while to report a case 
in which serum was apparently successfully employed, after a bac- 
teriological examination confirmed the diagnosis of streptococcic 
infection. 

Edebohrs report of his Alexander's operations appealed to my 
judgment, and induced me to employ that operation for a small 
number of retro-displacements, movable and not accompanied by 
adhesions of the tubes and ovaries. While it is true that suspensio 
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uteri is an operation more generally applicable to the treatment of 
retro-displacement, there is a class of cases for which Alexander's 
operation has distinct advantages. Since the first of April I have 
found it desirable to perform Alexander's operation eleven times, 
with thus far most satisfactory anatomical results. In two cases 
infection of the wounds occurred, and one of these is the case I 
wish to report. 

M. W., a patient in my service at Blockley, was transferred from 
the medical ward, several months' convalescent from typhoid 
fever. On examination, I found a movable displacement of the 
uterus, retroflexion and prolapse of the ovary. Alexander's oper- 
ation was performed after the technic of Dr. Edebohl, the incisions 
being closed with buried chromicized catgut. On the evening of 
the third day the temperature had risen to 101 3-5 ; pulse, 120; pa- 
tient complained of pain in the inguinal wounds. Inspection of the 
wounds showed areas of pus along the subcuticular catgut stitch, 
and spreading from the incision a brawny redness, with infiltration 
and oedema. The sub-cuticular stitches were removed. During 
the next twenty-four hours the brawny redness involved almost the 
entire anterior abdominal wall. A culture in agar-agar was made 
from each inguinal wound, a portion of the catgut used at the oper- 
ation was also placed in a culture tube of bouillon. I thought at 
once that the catgut was to blame for the infection. These tubes were 
sent to the Pepper Clinical Laboratory to my friend, Dr. Kness, who 
reported the catgut sterile even after several days. There was a 
prompt growth of steptococci in the tube inoculated with the 
serum from the infected wounds. 

On the third day after the infection appeared 10 c. c. of Mar- 
morek's serum were given morning and evening, in 5 c. c. doses, for 
three days. The first day no effect was noticeable, either upon the 
pulse or temperature. The second day's dose was followed by a 
drop in temperature from ioo° to 96 F. and the pulse from 104 to 
88. A similar temperature fall was noticed after the third day's 
dose. The local appearance of the wounds and the reddened sur- 
face of the abdomen began at once to improve, first by losing the 
bright red and angry appearance and then by shrinking of the area 
of redness. The patient's general condition had meanwhile im- 
proved, and with the administration of iron, strychnia and a full 
diet her convalescence was uninterrupted. The inguinal wounds 
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finally healed by granulation at the areas where separation had oc- 
curred. The uterus was held forward in normal position and the 
anatomical result of the operation had not been interfered with. 
There were no means of determining the soucre of infection. Dur- 
ing the process of granulation of the wounds three outbreaks of 
mild infection appeared in the wounds as described in the following 
notes sent me by the resident physician, Dr. Taggart: 

"On July 2 there appeared about the site of the incisions quite a 
diffuse erythema, which is slightly elevated above surrounding 
skin, and a little brawny. There is no elevation of temperature or 
acceleration of pulse. July 4 all redness has disappeared, there is 
no swelling, and the parts look quite normal. July 10 — The pa- 
tient has been up and about for a few days. The adbomen in region 
of incisions has again become red and slightly raised at edges. 
There is no rise in temperature and pulse. On the 17th the abdo- 
men is again inflamed and red and has the same appearance as on 
previous occasions. This entirely cleared up in two days, and there 
has been no further outbreak. 

It is my opinion that in this case the woman had streptococci in 
her skin and it was impossible, in spite of careful preparatory treat- 
ment, to render the field of operation aseptic. The catgut was found 
sterile by bacteriological examination. Daily observation of the pa- 
tient during the administration of the serum warranted the conclu- 
sion that the serum materially controlled the erysipelatous infec- 
tion, and hastened convalescence. 

During the summer I have had occasion to observe the use of 
serum in two puerperal cases, and these cases have further con- 
vinced me that when called to a puerperal patient about to die from 
sepsis it is useless to administer serum. Dr. Bryan, in West Phil- 
adelphia, called me in consultation in a case where the woman had 
contracted her infection from her husband, who had facial erysipe- 
las. The woman would not go to a hospital for her delivery, as Dr. 
Bryan had insisted, and, as he appreciated the danger of infection, 
he made no vaginal examinations and she had her labor without any 
contamination whatever so far as her medical attendant was con- 
cerned. When I saw the case the child had been buried that day, 
dying with erysipelas of the face, hands and legs; the woman's 
temperature was 105 , her pulse 160 and she was plainly dying from 
general sepsis. I told Dr. Bryan that, in my opinion, it was ab- 



Digitized by 



Google 



220 Richard C. Norris, M.D. 

solutely useless to administer sedum. However, she received some 
sixty c. c. in the course of forty-eight hours, without any effect what- 
ever, and died, as was of course to be expected. The second case 
was also one of advanced sepsis, the clinical signs indicating violent 
infection of the blood current, that speedily caused death, the course 
of the disease being uninfluenced by the administration of serum. 
The cases of infection, for which anti-streptococcic serum should be 
reserved are those in which the serum can be used at the earliest 
possible moment after bacteriological diagnosis, or where there is 
some slinical evidence of streptococcic infection. After widespread 
systemic infection the serum cannot avail. 

Hysterectomy for Bilateral Broad Ligament Abscesses. 

The last case of this report is offered to illustrate the advantage 
derived from hysterectomy for very violent forms of pelvic 
inflammation. 

J. T., aged thirty-four years, married six years, never pregnant, 
was treated for pelvic pain and distress, and underwent, at the 
Woman's Hospital, in May, 1896, an operation of some character, 
the nature of which I have not been able to determine. This could 
not have been an abdominal operation, because there is no scar. 

An irregular tumor occupied the hypochondriurn, a little more 
to the left of the median line; dull on percussion and surrounded by 
a zone of tympany. The uterus was anterior, both fornices and cul- 
de-sac protruding. The pelvis was filled to the iliac crest with a 
cystic tumor, tender and painful; the mass was larger upon the left 
than the right side. Patient emaciated, pale, thorax contracted. 
Pulse, 100 to 112; temperature, ioo° to 102 . She sweats profusely 
and has had marked chilly sensations. The tongue is dry and 
brown. 

Operation, celiotomy, double intra-ligamentary abscesses, the 
broad ligaments infiltrated to pelvic wall. The greater portion of 
the tubes and the ovaries are entirely obliterated by widespread 
suppuration. The cystic tumor was perforated while attempting to 
separate bowel and bladder adhesions which covered the pelvic 
mass. Very foul, thick, greenish-yellow pus flowed over pelvic con- 
tents. Intestines were protected with gauze. Very fortunately, at 
the moment of rupture, the patient was not in the Trendelenburg 
posture. Intestines had been confined as well as might be with 
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gauze, and every effort was made to prevent the spread of appar- 
ently infectious matter. The field of operation was irrigated. 
After separating widespread adhesions to gain access to the dis- 
tended broad ligaments, hysterectomy was rapidly performed; the 
bleeding was controlled by ligatures and clamps, the latter being re- 
moved and the bleeding points ligated as the operation progressed. 
In the depths of the pelvis and the region of the sigmoid and again 
at the head of the colon there were necrotic areas and pieces of de- 
generated broad ligament. In an attempt to gently remove a frag- 
ment adherent to the bowel, the latter was opened sufficiently to in- 
sert the thumb. A fine silk stitch was placed with difficulty, be- 
cause the slightest tension cut through the necrotic wall of the 
bowel; gauze and glass drains were placed. During the first five 
days of convalescence the pulse ranged between 100 and 116; the 
temperature between 99 and 10 1° F. Flatus was passed by the 
bowel, and on the thrid day the bowels were moved by calomel. On 
the fifth day it was noticed for the first time that a slight faecal odor 
appeared in the sinus, and a rubber drain was substituted for the 
glass tube. The gauze had been removed the preceding day. The 
drainage tract was gently irrigated daily with normal salt solution 
through a soft catheter, and the rubber drain was shortened a quar- 
ter of an inch daily until it only passed the tissues of the abdominal 
wall. The bowels were not urged, but at intervals of three days 
fractional doses of calomel were given, and it was noticed that the 
faecal discharge from the fistula increased very little with each move- 
ment. Three weeks after the operation the faecal discharge had 
ceased, the bowels were moving regularly without a purge, and a 
gauze drain was then substituted until the incision healed. 

The lesson this case gives, I think, is the value of clearing the 
pelvis of as much of the degenerated tissues as possible, and no plan 
of treatment to accomplish that can be compared to excision of the 
broad ligaments and uterus. The adhesions in such cases are very 
numerous, and with ligatures placed on both the uterine and 
ovarian arteries, hemostasis is complete, the greatest possible 
amount of disorganized tissue can be removed, and the process of 
repair is more rapid and complete. Vaginal section and drainage, 
preliminary to celiotomy, are undoubtedly valuable in many of these 
cases, but only when the patient is too ill to stand a celiotomy. 

500 North Twentieth Street. 
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Stated Meeting, September 2, 1897. ,^ • #v? " 
The President, .E. E. Montgomery, M.D., in the Chair. 

Clinical Notes. 
By Richard C. Norris, M.D. 
(See page 215.) 

Treatment of Uterine Prolapse, with Illustrative Cases. 

By Wilmer Krusen, M.D. 

(See page 196.) 

Discussion. 

Dr. R. C. Norris: I have been very much interested in Dr. 
Krusen's paper. He has gone into the subject very thoroughly. 
One or two suggestions occurred to me as he was reading the 
paper. As I understand him he recommends an extensive Emmet's 
operation on the posterior vaginal 'wall as a part of the surgical 
treatment of complete prolapse of uterus. I did this myself at first, 
making extensive denudation up the sulci in several cases, and 
found sooner or later that there was a recurrence of the prolapse, 
and these failures induced me to utilize Hegar's operation, which I 
think is very useful in treating complete prolapse, for certain 
anatomical reasons. As I understand Emmet's operation, the prin- 
ciple is to draw the muscles and fascia down and tack them practi- 
cally to the rectum so as to bring them back into their normal 
anatomic relation. Dr. Noble brought to our notice last spring, a 
method of operating for rectocele {hat he considered an improve- 
ment on the Emmet operation. In my opinion, his suggestion ob- 
tains what practically is accomplished by Hegar's operation, an 
operation not to be compared to Emmet's for accurate anatomical 
repair of a relaxed pelvic floor. Noble's plan was to bring together 
and unite in front of the rectum as much as possible of the levator 
muscles, thus makingan incorrect anatomical relation, but ofnoconse- 
quence to the woman who had passed the stage of childbearing after 
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Hegar's operation. We have a muscular flopr, which is not correct 
anatomically but which gives firm support. This procedure helps 
to prevent recurrence of complete prolapse far better in my experi- 
ence than the ordinary Emmet operation, however far up the sulci 
you carry the denudation. Vaginal hysterectomy for complete pro- 
lapse of uterus, in my experience, has sometimes been followed by 
varying degrees of prolapse of the vaginal walls in spite of addi- 
tional plastic operations, that is quite as distressing as procedentia 
of the uterus. Dr. Baldy, as some of you will remember, devised 
an operation in which the cervical stump after abdominal hysterec- 
tomy is stitched to the ovarian stumps. In two cases following that 
technic at my hands there has been no recurrence. For cases past 
the childbearing age I prefer Baldy 's operation, or ventro-suspen- 
sion, the uterus being firmly anchored with buried silkworm gut 
sutures and extensive anterior (Martin's) and posterior (Hegar's) 
colporrhaphy. When Hegar's operation is utilized for prociden- 
tia it should be remembered that we must lay bare the muscles and 
the fascia of the pelvic floor and unite them in front of the rectum. 
The main point in my discussion is to call attention to the value of 
Hegar's operation on the posterior wall, of finding the torn ends 
of the muscle and fascia and removing them from their natural 
anatomical relation by uniting them in front of the rectum, thus 
making a firm muscular wall and dense cicatrix to support the 
uterus. 

For slight prolapse and backward displacement of the uterus in 
childbearing women no operation on the posterior vaginal wall can 
compare with Emmet's. 

Dr. E. E. Montgomery: There is probably no subject of 
greater interest than that of the treatment of uterine prolapse. It 
is a condition, as we know, very frequently met with in the various 
degrees mentioned in this paper to-night. The difficulty in the 
great majority of operations, however, is that they are directed to 
the lower portion of the vaginal canal. The upper portion, as has 
been mentioned, is not narrowed or constricted as the heavy uterus 
sags into it, and sooner or later brings about absorption of the 
newly-united tissues and the redevelopment of the disorder. In the 
great majority of cases that have been recounted to-night this ob- 
jection does not occur, for the reason that the operation has been 
done in the earlier rather than the later stages of disease. I know 



Digitized by 



Google 



224 The Philadelphia Obstetrical Society. 

of no class of cases more difficult to treat, or more difficult to insure 
a perfect and complete result subsequently, than in the cases of pro- 
cidentia where the vaginal wall has been pushed off from its attach- 
ments, where you have a more or less heavy uterus, and intra-ab- 
dominal pressure tending to constant development of hernia. In 
such cases I think abdominal hysterectomy preferable to vaginal, 
for the reason that we are enabled to use the stump of the cervix by 
attaching it in the method that has been suggested, or better, fixing 
it to the abdominal wall in the line of the wound, in that way insur- 
ing a firm union. It is not desirable this operation should be per- 
formed on a woman who is still in the childbearing period, unless 
her condition is so distressing and uncomfortable that life and 
health are endangered by the continuation of the condition. I have 
seen several cases in which a lateral denudation of the vagina ex- 
tending up the side of the cervix, affords an opportunity for lateral 
fixation of the vaginal canal, and at the same time constricting it, 
sutures being so introduced as to lift up the anterior or posterior 
wall, whichever may be the most relaxed. This enables us to fasten 
the vaginal wall to the levator ani muscles to a certain extent, and 
in that way restore the support. The operation should be supple- 
mented either by ventro-fixation or supravaginal amputation of the 
uterus and fixation of the stump. Even operators as thus sug- 
gested are not always successful, as I have found to my misfortune 
in one case, a patient in whom there was extensive intestinal hernia, 
in whom a dissection of the recto-vaginal septum had taken place by 
the pressure of the intestines, leaving a large opening between the 
uterus and the sacrum. I was fearful at the time there would be a 
redevelopment of hernia; even though the uterus was amputated 
and the stump fixed firmly to the anterior abdominal wall, there has 
been a redevelopment of the hernia forming an extensive rectocele. 
I endeavored some time ago to secure from this patient permission 
to make incision through the posterior wall of the vagina and pack 
the pelvis with iodoform gauze, with a view of thus obliterating the 
peritonaeal cul-de-sac, but was unable to secure a second operation. 
With regard to mechanical means, we all know how unpleasant 
is the continual wearing of an instrument, whether it is intra- 
vaginal, or an instrument with external support. The external sup- 
port is the more annoying, and it is certainly very distressing and 
uncomfortable for a woman to be thus harnessed up and obliged 
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to go through life in such a condition. It affords, however, a means 
for relief of cases which would otherwise be unwilling to be treated, 
or in whom the condition of health is unfavorable for operative 
interference. 

Dr. John C. Da Costa: I am glad to hear Dr. Krusen take the 
conservative view that he does of procidentia and prolapse of the 
uterus. I note particularly that in the fifteen instances he did but 
two hysterectomies and one of these was for pyosalpinx. We used, 
before the days of ventro-suspension was known, to treat these 
cases and sometimes with very good results. We always gave them 
a preliminary treatment before operating. There were some means 
of treatment which seem to have gone entirely out of date: One 
was decreasing the size of the uterus by bleeding, which would cer- 
tainly modify its character, then curetting; the other was by the 
actual cautery. I remember seeing Dr. Getchell, twenty years ago, 
at the Jefferson, cauterizing the uterus; and I have done it myself a 
number of times without giving ether. He had little cones made 
of charcoal and saltpeter put on the end of a stick and burnt holes 
right into the cervix which produced a rapid involution of the whole 
uterus. If you have Courtney's book on the Uterus and Ovaries 
(edition of 1883, page 211) you will find that he uses irons with 
points to them, which he heats red hot and with them cauterizes 
the uterus. The preliminary treatment, I think, is a very important 
thing in cases both of prolapse and procidentia. We have these 
conditions: first, to restore the uterus; then to reduce its bulk, and 
lastly, to restore the supports that nature originally gave it. Gen- 
erally it is a pretty easy matter to restore the uterus to position. I 
must confess I do not like pessaries, for they ulcerate the vaginal 
walls, but I like tampons of either wool, cotton or a sponge wrung 
out in a saturated solution of alum and tucked in in the morning; 
this will keep the uterus up all day. Alum not only keeps the va- 
gina sweet and clean but it reduces the size of the uterus as well as 
of the vagina. When you come to the operative treatment after 
certain preliminary treatment, I think you find most of these cases 
need amputation of the cervix. Most of the cases it has been my 
fortune to see have been laceration, generally bilateral, erosion and 
hypertrophy. By doing amputation of cervix first, dealing with 
the mucous membrane of the vagina, you will be surprised to find 
when you take stitches out how reduced the uterus is in size. 
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Then we come to anchoring the cervix by operation in the va- 
gina. The operation Dr. Norris speaks of has this objection: It 
makes an acute angle, it turns the vagina into an inverted cone, 
which is the most favorable condition for descent of the uterus. 
There was an operation which I saw Martin, of Berlin, do some 
years ago which seems to have merit. After the perinaeal and 
cystoicle operation he denuded clear to the cervix or above, taking 
a broad strip on each side of the vaginal wall, he then took the free 
edges of this fresh wound and joined them by sutures, taking all 
the denudation on each side. You can either do that or bring the 
opposite raw surfaces together and unite by sutures, which is noth- 
ing but a modified Le Fort operation. The anterior colporrhaphy 
by purse-string I do not like but prefer the oval denudation. I did 
the purse-string operation a number of times, and every one seemed 
to slough or the stitches to tear. The operation I do now is the 
oval or ellipse, not with buried rows of catgut sutures, because in 
several cases where done by other operators I have seen these 
sutures produce extensive sloughing, but I use Chinese silk and 
enter the stitch about a quarter to a third of an inch away from the 
edge of the denudation, keeping it buried the whole way across the 
denudation and bringing it out on the other side, not a row of con- 
tinued buried sutures, but a row of interrupted sutures. I have had 
very good success with this operation, and do not see any reason for 
changing. That oval operation on the anterior wall, with a good 
perinaeal operation (I do not care whose you do), will give good re- 
sults. With good denudation of the walls of the vagina clear up to 
the neck of the uterus I think you will get good results. I will cite 
two cases, one, a woman, thirty-six years old, who, during the pre- 
vious ten years had only been comfortable twice, that is/dtfring two 
pregnancies when the uterus became of such size as not to be able 
to come down, but which, after the involution following labor, 
popped out again. In that woman I did amputation of cervix, with 
anterior and posterior denudation of vagina. I saw her six months 
after operation and again two years afterward and she was perfectly 
well. Another woman was sixty-three years of age, and long after 
the menopause, on whom I operated. That woman recovered per- 
fectly, and there was no descent five years after operation. These 
two were done without ventro-suspension. 
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Cancer of the Uterus and the General Practitioner. 

By J. M. Fisher, M.D. 

(See page 206.) 

Discussion. 

Dr. Montgomery: I have known many cases in which exten- 
sive ravages from malignant disease have taken place before the at- 
tention of even the general practitioner was invited. Other cases in 
which the physician has treated the patient for a length of time for 
ulceration of the womb, for possible climacteric, and has given them, 
as has been suggested, remedies with a view of ameliorating symp- 
toms. The expected change of life, however, in such cases, is from 
this sphere to another one, and when the patient is made to recog- 
nize the serious character of the disease it is beyond hope of relief. 
It has been my misfortune to see a case of this kind to-day, a woman 
who had been treated for several months; the entire cervix was de- 
stroyed and the disease extended along the broad ligament. The 
anterior wall of the vagina was involved and infiltrated, affecting the 
bladder. Here was a case which had been treated by the physician 
for a year, and we can hardly realize how any physician could be 
misled in such a condition. Not infrequently the physician is 
liable to be mistaken from the fact that the patient does not suffer 
pain. I saw a patient but a short time ago, in whom the entire 
cervix was destroyed, in whom the pelvic and inguinal glands were 
involved, and this patient had at no time suffered pain. I have seen 
patients in the last stages of disease with the uterus almost entirely 
destroyed, the cervix gone, the uterus itself a mere shell, in whom 
pain had not been experienced, so we cannot consider pain as an 
absolute and certain symptom of the disease. The bloody discharge, 
tendency to haemorrhage, is a symptom which should always awaken 
suspicion and if examination discloses no disease in the cervix, the 
cavity of the uterus should be explored, preferably by the finger 
after the organ has been well dilated. In this way we will find a 
hardened, indurated base, which has been infiltrated by the malig- 
nant disease. The dilatation of the uterus thus affected does not read- 
ily take place, so this is a very accurate and definite method of arriv- 
ing at a diagnosis. 
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Dr. G. I. McKelway: Dr. Fisher has spoken of the fact that 
very often this condition is not diagnosticated until too late. For 
seven years I have been one of the gynaecologists to the Philadelphia 
Hospital, having under my care such cases of cancer of the uterus as 
come to that hospital, and during my service in these years no 
operable case has been admitted to my wards, and I do not think 
that any of my colleagues has ever had any. There are many cases 
admitted, but they invariably come too late for any radical help to 
be given them. This only strengthens what Dr. Fisher has said 
concerning diagnoisis. 

I remember that in his clinics Dr. Will Goodell, when he would 
have a case of fibroid of the uterus in a colored woman, would often 
say that these women of color were exceedingly susceptible to fibroid 
tumors, but that he had never had a case of cancer of the 
uterus in a colored woman. I think the impression obtains to some 
degree that cancer of the uterus does not occur in negresses. This 
is not the fact. I have had such cases, and have no doubt other gen- 
tlemen here have also had them. It is also usually believed, I think, 
by the general practitioner, that cancer of the uterus occurs only 
in women who have borne children and at the time of the menopause 
and not in young women or virgins. This also is an erroneous idea. 
It does occasionally occur both in virgins and in young women. 

Dr. John C. Da Costa: I am glad to hear Dr. Fisher read such 
a sound, common-sense paper as he has given us to-night. The 
feeling is too prevalent that cancer only occurs at the menopause, 
and that these haemorrhages are physiological and not pathological. 
We see instances of this all the while. A very sad case came to my 
notice to-day in a single woman, who has been sick for two or 
three years. She has been treated symptomatically and no exami- 
nation was made until within a month or two; she then came to 
Philadelphia and on examination to-day I found a totally inoperable 
case of cancer of the body of the uterus, with neck enlarged and 
uterus fixed and pelvic organs involved. I think we should bring 
to the notice of general practitioners the importance of examining 
every one of these cases when haemorrhage occurs. We will save a 
great many of these women because they will be taken then to the 
specialist who will remove the disease. Most of these cases are 
curable if taken early. We see many in which there is no return 
after two, five and sometimes fifteen years. 
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* 
Dr. N orris: It is Dr. Fisher's aim no doubt to impress upon 

the general practitioner the necessity for early diagnosis and no one 
practicing gynaecology feels more keenly on that subject than myself. 
While he was reading his paper I referred to my record book, which 
I happen to have with me, of cases treated this year, and I find that 
there were in my private practice and hospital services in the Meth- 
odist and Blockley Hospital fourteen cases of malignant disease of 
the uterus which could not be radically operated upon. A few of 
them could be only curetted. In that period I have found but two 
cases which seemed to me to warrant hystrectomy, and I have a 
case that I shall operate on to-morrow that I fear can only be 
curetted. Here are fourteen or fifteen cases too late for radical 
treatment and only two cases in which 1 could operate. This only 
shows that the number of inoperable cases must be very large, with 
such a proportion coming in my own not large experience. The 
total number of lives lost by delay in diagnosis is certainly greater 
than it should be. We should impress upon the general practitioner 
that by sending every woman over thirty years of age who has 
uterine haemorrhage to some one capable of making a diagnosis of 
carcinoma he is doing what is best for the patient and for himself. 
• Dr. Fisher: My object in bringing a paper before this society 
on such a subject was because I consider specialists in this line of 
work are the proper persons to discuss the responsibilities of the 
general practitioner in reference to this disease, and that their opin- 
ion will influence the family doctor in securing the proper services 
in this particular line in time to save the life of the patient suffering 
from this dread disease. 

Report of a Case of Puerperal Cellulitis. 

Dr. Wm. E. Parke: The following report derives its chief in- 
terest from the fact that the inflammation was limited entirely to the 
broad ligament and did not include the peritonaeum or other pelvic 
contents: 

Mrs. D., the mother of six children, was attended at her last 
confinement by a midwife, three weeks before I saw her. The labor 
was said to be uncomplicated, but a douche was administered on 
the following day, and she was unable to leave her bed on account 
of pain at the usual period of a week or ten days subsequent to de- 
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livery. During the latter four months of gestation she had suffered 
with pain in the left inguinal region, which became intensified after 
the birth of her baby. A physician, who was summoned at this 
time on account of pain, prescribed, among other things, an opiate. 
When I first saw her three weeks after the birth of her baby her 
condition was as follows: The abdomen was bloated up to nearly 
the size of pregnancy at term; temperature, 101 ; pulse, 112; the 
tongue was deeply furred; there was no nausea or vomiting and 
constant tenesmus of bowel and bladder. The skin was covered 
with perspiration, and she stated that she had had some chilly sensa- 
tions on the previous day, but no positive rigor. A pelvic exami- 
nation showed a slightly lacerated cervix, a muco-purulent leucor- 
rhoea, and a mass to the left of the uterus of unusual density. This 
organ was pushed somewhat to the right and the cervix held im- 
movable. The upper limits of the mass could not be definitely out- 
lined, owing to the bloating, the tenderness and the thickness of 
the abdominal wall. However, the leaky skin and elevation of 
temperature, added to the other symptoms, led me to believe that 
the mass had began to suppurate, and an operation was advised. 
Dr. Jos. Price now saw the patient, and concurred in the necessity 
for an operation. On the following day the abdomen was opened 
and the mass found to be a thickened and indurated broad ligament. 
There were no adhesions in the pelvis, either of bowel, omentum, 
tube or ovary. The fundus of the sub-involuted uterus was mov- 
able, but the lower part of the body and cervix were firmly held by 
the immovable exudate of the broad ligament. The tube was 
scarcely congested and the fimbriated extremity was open. The 
ovary, pale, scarred and the size of a hickory-nut, was somewhat 
firmly held by the fixity of the broad ligament. The peritonaeum 
was smooth and shiny. The right side was normal. The abdomen 
was closed without the removal of any organ, and the mass ap- 
proached from the vargina. A crescent-shaped incision was made 
into the vault of the vagina, a sharp-pointed pair of scissors thrust 
into the mass, the blades separated and then withdrawn. As there 
was no escape of pus I still further enlarged the opening with my 
finger, burrowing through the mass from the side of the womb to 
the pelvic wall. No cavity was discovered, and there was very little 
flow of blood. The opening was packed with gauze, which was re- 
moved and replaced at intervals of two days. The subsequent 
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course of the case was not marked by any complications. The mass 
has diminished very much in size, but has not at this date (about 
five weeks after the operation) totally disappeared. The uterus is 
now somewhat drawn to the left. 

This is one of those cases in which the cellular tissue and the 
lymphatics of the broad ligament become the seat of inflammation, 
the source of the inflammation being, no doubt, a mild infection 
from the torn cervix. This condition is found by far the most fre- 
quently in puerperal patients, but it is possible to arise after oper- 
ative procedures on the cervix. Whether the process goes on to 
suppuration or whether it does not doubtless depends on the viru- 
lence of the infecting agent The ultimate disappearance of the 
mass is to be expected. 

In 1894 Dr. Noble reported to this society five cases of pelvic 
cellulitis in which the diagnosis was verified by an abdominal sec- 
tion, and a year later recorded sixteen additional cases which had 
occurred in the practice of other operators, and which had been 
verified in the same manner. One of these cases followed an oper- 
ation on the cervix. 

Specimen of a Case of Extra-Uterine Pregnancy. 

Dr. Richard C. Norris presented a specimen of extra-uterine 
pregnancy. He said: This is a specimen of a case I operated on 
to-day. The patient came to the city on Friday, and acntemplatinsj 
a journey to California, was advised by her physician to consult me. 
She gave the following history: Thirty-four years old; dysmenor- 
rhea and pelvic pain during the past six years. Sterile throughout 
her married life of four years. Her second marriage occurred last 
June. She menstruated on the 30th of May, was married on the 8th 
of June. On the 4th of July was stricken with an intense pain in 
her stomach and was taken home. Her physician administered sev- 
eral hypodermatic injections of morphia. She began to have bleed- 
ing from uterus, which had continued up to the time she entered my 
office on the 28th of August She was in bed some three or four 
days after this first attack, and within ten days, while in church, was 
again stricken with severe pain in right side, was compelled to go 
to her home and received hypodermic injection of morphia. 

On ten different occasions she had these attacks of pain, and fol- 
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lowing one of them she was confined to bed for a period of three 
weeks. Her physician insisted that she had had a miscarriage, 
treated her for such and on one occasion tamponed the uterus or 
vagina with gauze. The history was very suggestive, and on exami- 
nation I found quite a mass on the right side of the uterus which was 
fixed by inflammatory adhesions. A diagnosis of ruptured tubal 
pregnancy was made from the history and the physical signs. There 
was a history of moderate pelvic inflammatory disease, antedating 
her second marriage. 

The specimens are a beautiful example of an extra-uterine preg- 
nancy with the foetus. They are fresh and therefore I present them 
to-night. Rupture occurred directly downward into the layers of 
the right broad ligament. The clot containing the fcetus was shelled 
out from the folds of broad ligament. The primary rupture occurred 
in this case on the 4th of July and the operation on the 2d of Sep- 
tember. On the left side there was an haematoma of the ovary 
which contained at least two or three ounces of dark fluid blood. 

The important point in the operation for this class of cases is the 
technique of dealing with the intraligamentary haematoma. Some 
operators prefer to attack such a case through the vagina. I found 
it quite easy to ligate the ovarian artery close to pelvic wall, and at 
corner of the uterus after the adhesions had been separated. The 
omentum had to be ligated off and carried out of the way. The 
bladder, which was drawn up and adherent to the omentum, was 
pushed back to its normal position after separating adhesions. Hav- 
ing passed my ligatures mentioned above the broad ligament was 
encised and the clot containing the fcetus was readily shelled out 
from the folds of the ligament. The adhesions were tremendous 
in all directions, bled profusely and down at the bottom of this cav- 
ity between the folds of the broad ligament I was fortunate enough 
to catch a spouting vessel. The oozing was so extensive back of 
the cervix that it seemed desirable to drain with a glass tube. Her 
pulse and temperature to-night are normal and promise a good 
convalescence. (Two weeks after the operation the patient is thor- 
oughly convalescent.) 

Official transactions. 

Frank W. Talley, M.D., Secretary. 
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